Arizona Health Start Program policy & procedure manual by Arizona. Bureau of Women's and Children's Health (Author)
  
 
ARIZONA  
HEALTH START 
PROGRAM 
 
 
 
POLICY & PROCEDURE MANUAL 
 
Arizona Department of Health Services 
Bureau of Women’s and Children’s Health 
 
 
April 2010
HEALTH START POLIGY AND PROCEDURE MANUAL 
TABLE OF CONTENTS 
DATE: 4/10 
 
 
 
 
 
Leadership for a Healthy Arizona 
 
 
 
Janice Brewer, Governor 
State of Arizona 
 
 
Will Humble, Director 
Arizona Department of Health Services 
 
 
 
 
 
 
 
 
 
 
 
 
ARIZONA DEPARTMENT OF HEALTH SERVICES 
BUREAU OF WOMEN’S AND CHILDREN’S HEALTH 
150 North 18th Avenue, Suite 320, Phoenix, Arizona 85007 
602.364.1400 
April 2010 
 
 
Permission to quote from or reproduce materials from this publication is granted 
when due acknowledgment is made. 
 
The ARIZONA DEPARTMENT OF HEALTH SERVICES does not discriminate on the 
basis of disability in administration of its programs and services as prescribed by 
Title II of the Americans with Disabilities Act of 1990 and Section 504 of the 
Rehabilitation Act of 1973.  If you need this publication in an alternate format, please 
contact us with your needs at 1.800.842.4681 (State Voice Relay) or 1.800.367.8939 
(State TDD/TTY Relay). 
 
 
 
 
 
HEALTH START POLIGY AND PROCEDURE MANUAL 
TABLE OF CONTENTS 
DATE: 4/10 
 
 
 
 
1. INTRODUCTION 
 
1.1 Health State Program Background and Description .................................... 1-1 
1.2 Mission Statement ....................................................................................... 1-3 
1.3 Program Goals and Objectives .................................................................... 1-3 
1.4 Services to be Provided ............................................................................... 1-4 
1.5 Overview of ADHS and Contractor Roles .................................................... 1-5 
1.6 Services to be Referred ............................................................................... 1-6 
1.7 Year 2010 Overview .................................................................................... 1-6 
1.8 How to Use This Manual .............................................................................. 1-6 
 
2. GLOSSARY ........................................................................................................... 2-1 
 
3. PROGRAM PLANNING REQUIREMENTS 
 
3.1 Role of the Contractor in Program Supervision ............................................ 3-1 
3.2 Development of Written Materials for Distribution ........................................ 3-2 
3.3 Storage and Retention of Client Records ..................................................... 3-3 
3.4 Arizona Family Resource Guide .................................................................. 3-3 
 
4. COMMUNITY HEALTH WORKER RECRUITMENT, TRAINING, 
SUPERVISIONS AND MANAGEMENT 
 
4.1 Role of the Contractor & Overview of Community Health Worker Role ....... 4-1 
4.2 Minimum Qualifications for Community Health Worker ................................ 4-1 
4.3 Background Checks ..................................................................................... 4-2 
4.4 Community Health Worker Identification to ADHS ....................................... 4-2 
4.5 Recruitment and Training of Community Health Workers ............................ 4-2 
4.6 Document and Evaluation of Community Health Worker Training ............... 4-3 
4.7 Continuing Education Requirements ........................................................... 4-3 
4.8 Contractor Management of Community Health Worker Performance .......... 4-4 
 
5. HEALTH START COMMUNITY HEALTH WORKER TRAINING 
 
5.1 Overview of Community Health Worker Training ......................................... 5-1 
5.2 Orientation Training and Supervised Home Visits ....................................... 5-1 
5.3 Core Training ............................................................................................... 5-2 
5.4 Certificate of Completion .............................................................................. 5-5 
5.5 Continuing Education ................................................................................... 5-5 
5.6 Site-Specific Training ................................................................................... 5-6 
 
6. HEALTH START ELIGIBILTY AND ENROLLMENT 
 
6.1 Overview of Eligibility and Enrollment .......................................................... 6-1 
6.2 Eligibility Criteria for Health Start Program ................................................... 6-1 
HEALTH START POLIGY AND PROCEDURE MANUAL 
TABLE OF CONTENTS 
DATE: 4/10 
 
 
 
 
6.3 Identification of Potential Enrolled Clients .................................................... 6-3 
6.4 Initial Contact ............................................................................................... 6-3 
6.5 Intent to Participate ...................................................................................... 6-3 
6.6 Enrollment .................................................................................................... 6-4 
6.7 Enrollment Notification to ADHS .................................................................. 6-5 
6.8 Disenrollment Process ................................................................................. 6-5 
6.9 Re-enrollment .............................................................................................. 6-6 
6.10 Transfer of Clients between Contractors...................................................... 6-7 
 
7. CLIENT VISITS AND PRESCHEDULED CLASSES 
 
7.1 General Standards for Conducting Client Visits and Classes ...................... 7-1 
7.2 Prenatal Visits and Classes ......................................................................... 7-1 
7.3 Family Follow-Up Visits and Prescheduled Classes .................................... 7-3 
7.4 Making Referrals to Other Services ............................................................. 7-5 
7.5 Coordination Or Other Home Visiting Programs .......................................... 7-6 
 
8. DATA COLLECTION AND REPORTING REQUIREMENTS 
 
8.1 Overview of Requirements ........................................................................... 8-1 
8.2 Client Files ................................................................................................... 8-1 
8.3 Health Start Forms Schedule ....................................................................... 8-2 
8.4 Intent to Participate Explanation .................................................................. 8-4 
8.5 Client Enrollment Explanation ...................................................................... 8-4 
8.6 Prenatal Visit Explanation ............................................................................ 8-5 
8.7 Family Follow-Up Visit Explanation .............................................................. 8-5 
8.8 Class Attendance Record Explanation ........................................................ 8-5 
8.9 Status Closed Record Explanation .............................................................. 8-5 
8.10 Procedures for Sending Forms to Health Start Program Manager .............. 8-6 
8.11 Procedures for Requesting Reports on Site Data 
And Aggregate Program Data ...................................................................... 8-6 
8.12 Ages and Stages Developmental Assessment ............................................ 8-6 
8.13 SafeHome/SafeChild Assessment ............................................................... 8-7 
Intent to Participate Form – English ............................................................. 8-8 
Intent to Participate Form – Spanish ............................................................ 8-9 
Client Enrollment Form ................................................................................ 8-10 
Prenatal Visit Form ...................................................................................... 8-11 
Family Follow-Up Form ................................................................................ 8-12 
Negative Pregnancy Test Visit Form............................................................ 8-13 
Status Closed Record .................................................................................. 8-14 
Satisfaction Survey ...................................................................................... 8-15 
Class Attendance Form ............................................................................... 8-16 
Child Information Form ................................................................................ 8-17 
Never Shake a Baby Commitment Form (English) ...................................... 8-18 
Never Shake a Baby Commitment Forms (Spanish) ................................... 8-19 
HEALTH START POLIGY AND PROCEDURE MANUAL 
TABLE OF CONTENTS 
DATE: 4/10 
 
 
 
 
Edinburgh Postnatal Depression Scale (English) ........................................ 8-20 
Edinburgh Postnatal Depression Scale (Spanish) ....................................... 8-22 
Arizona SafeHome/SafeChild Checklist (English) ........................................ 8-23 
Arizona SafeHome/SafeChild Checklist (Spanish) ...................................... 8-25 
SAMHSA FASD Center for Excellence Form C ........................................... 8-28 
SAMHSA FASD Center for Excellence Form E ........................................... 8-32 
SAMHSA FASD Center for Excellence Form C (Spanish Screening 
Form) ........................................................................................................... 8-33 
Immunizations for Babies ............................................................................. 8-35 
Ages and Stages 4-Month Questionnaire (English) ..................................... 8-36 
Ages and Stages 4-Month Questionnaire (Spanish) .................................... 8-42 
Health Risk Assessment Tool ...................................................................... 8-46 
 
9. COORDINATION OF SERVICES 
 
9.1 Establishing Referral and Communication Networks 
With Other Agencies and Services .............................................................. 9-1 
9.2 Coordination with Other Home Visiting or Case Management Programs .... 9-1 
Referrals to AzEIP ....................................................................................... 9-1 
9.3 Reporting of Immunizations ......................................................................... 9-2 
9.4 Access to Client Records and Information ................................................... 9-2 
 
10. HEALTH START BILLING PROCESS 
 
10.1 Contractor Billing Number ............................................................................ 10-1 
10.2 Invoice Format ............................................................................................. 10-1 
10.3 Invoice Submission Requirements ............................................................... 10-1 
10.4 Program Coordinator Role in Invoice Review .............................................. 10-1 
10.5 Units of Reimbursement .............................................................................. 10-1 
Data Preparation .......................................................................................... 10-2 
Negative Pregnancy Test Visit ..................................................................... 10-2 
Client Enrollment ......................................................................................... 10-2 
High Risk Nurse Home Visit ......................................................................... 10-2 
Client Visit .................................................................................................... 10-2 
Multiple-Child Visit ....................................................................................... 10-3 
Enhanced Alcohol Screening Visits ............................................................. 10-3 
Enhanced Brief Intervention Visits ............................................................... 10-3 
Nurse Consultation ...................................................................................... 10-3 
Social Work/LPC Consultation ..................................................................... 10-3 
Group Classes ............................................................................................. 10-4 
Required Training ........................................................................................ 10-4 
10.6 Approval Process ......................................................................................... 10-4 
Health Start Billing Invoice ........................................................................... 10-5 
Health Start Visit Log ................................................................................... 10-6 
 
HEALTH START POLIGY AND PROCEDURE MANUAL 
TABLE OF CONTENTS 
DATE: 4/10 
 
 
 
 
 
11. QUALITY MANAGEMENT AND IMPROVEMENT 
 
11.1 Overview of Quality Management and Quality 
Improvement Requirements ......................................................................... 11-1 
11.2 Resolving Client Problems ........................................................................... 11-1 
11.3 Client Satisfaction Surveys .......................................................................... 11-2 
11.4 Management Reports .................................................................................. 11-2 
11.5 Quality Management and Improvement ....................................................... 11-4 
The Selected Indicator ................................................................................. 11-4 
The Goal ...................................................................................................... 11-4 
Quality Improvement Plan Level .................................................................. 11-5 
Data Source ................................................................................................. 11-5 
Responsibility ............................................................................................... 11-5 
11.6 Quarterly Report .......................................................................................... 11-5 
11.7 Quarterly Client File Quality Assurance Form .............................................. 11-6 
11.8 Part I Quality Improvement Plan: 
 Indicator Selected by BWCH .................................................. 11-7 
Part II Quality Improvement Plan: 
 Indicator Selected by Contractor ............................................ 11-8 
Health Start Quarterly Report ...................................................................... 11-9 
Quarterly Client File Quality Assurance Form .............................................. 11-11 
 
 
12. PROGRAM MONITORING AND EVALUATION 
 
12.1 Overview of ADHS Monitoring and Evaluation Activities.............................. 12-1 
12.2 ADHS Program Monitoring Personnel ......................................................... 12-1 
Program Manager ........................................................................................ 12-1 
Data Quality Assurance Coordinator............................................................ 12-1 
Other ADHS Staff ........................................................................................ 12-1 
12.3 ADHS / Contractor Meetings ........................................................................ 12-2 
12.4 Review of Contractor Documentation .......................................................... 12-2 
12.5 Technical Assistance and Training .............................................................. 12-3 
12.6 Site Visits ..................................................................................................... 12-3 
12.7 Annual Review ............................................................................................. 12-3 
Quality Performance Guidelines for Site Review Evaluations ...................... 12-6 
Site Review Evaluation ................................................................................ 12-8 
Chart Audit Review ...................................................................................... 12-14 
Home Visiting Checklist ............................................................................... 12-15 
 
 
HEALTH START POLICY AND PROCEDURE MANUAL 
CHAPTER 1 - INTRODUCTION 
DATE: 4/10 
 
1 - 1 
CHAPTER 1 
INTRODUCTION 
 
1.1 Health Start Program Background and Description  
 
In 1982, Arizona began experiencing a steady increase in the rate of women 
receiving inadequate or no prenatal care, and in 1984 the Rural Health Office 
of the University of Arizona College of Medicine in the Department of Family 
and Community Medicine developed community health worker programs to 
address gaps in the health care infrastructure in Arizona. One of the earliest 
programs, “Un Comienzo Sano/A Health Beginning” was established to 
deliver prenatal and perinatal care particularly among rural and minority 
populations.  By 1990, the state was ranked 45th in the nation for the number 
of women receiving adequate prenatal care.  Many Arizona women 
experience barriers that kept them from seeking prenatal care.  These 
barriers encompass a number of social and cultural factors, as well as 
geographical accessibility.  African American, Hispanic, and Native American 
women are four times more likely than Anglos (non-Hispanic Whites) to 
receive no prenatal care.  These same groups have the highest infant 
mortality rates in Arizona, and the low birth weight rate among African 
Americans is twice that of any other group.   
 
Teens comprise a growing number of pregnant women.  They are three times 
more likely to receive inadequate or no prenatal care than are older women, 
and are therefore at special risk for poor pregnancy outcomes.  The cultural, 
emotional and financial problems encountered by teens add to their risk for 
complications during pregnancy.  Barriers to adequate prenatal care, both 
real and perceived, also contribute to poor pregnancy outcomes for this 
group. 
 
Since 1985, Arizona has experienced persistent outbreaks of vaccine-
preventable diseases among its children.  This is due in large part to the 
state's low immunization rates, particularly among its disadvantaged children.  
Although efforts to improve immunization rates have increased in recent 
years, success rates for children younger than 4 have lagged behind.  
Statistics indicated that statewide only 48% of two-year-olds have completed 
the basic series of immunizations.  In rural Arizona, the rate drops to 40%, 
putting Arizona third which is 13% below the national average.  Current local 
research confirms that minority children account for the majority of the under-
immunized group and comprise the fastest growing segment of the 
population. 
 
In 1992, the Health Start Program was established in Arizona, administered 
by the Arizona Department of Health Services' (ADHS) Office of Women's 
and Children's Health.  Health Start is a neighborhood outreach program that 
helps high-risk pregnant women obtain early and consistent prenatal care 
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and, for their children, timely immunizations.  Early and continuous prenatal 
care is one core determinant that is associated with the prevention of low birth 
weight and birth defects. It also ensures adequate immunizations that are 
provided protect women and children from preventable diseases. 
 
 
From July 1993 through June 1994, there were over 1,000 pregnant women 
served in seven (7) neighborhood/community locations throughout Arizona.  
During this time period, follow up for infants to age two and their siblings was 
initiated through funding provided by a three year grant from the National 
Association for the Education of Young Children.   
 
In 1994, the passage of the Arizona Children and Families Stability Act 
formalized and expanded several early intervention programs for Arizona's 
high-risk children and families, including the Health Start Program.  The 
legislation established overall goals and structure for the program, and 
extended the family follow-up period from two years to four years.  
 
In March of 1998, the Health Start program was notified that the Legislature 
funding for the Health Start Program would cease (FY1998).  In July 1998, 
the Prenatal Outreach Program was established with Federal and donated 
funds.  Prenatal Outreach with seven sites followed the same guidelines as 
Health Start except that the children were only followed until the age of two, 
group classes were added to the curriculum, and all the recommended 
changes from the Auditor Generals Report were added.  In May 1999, the FY 
2000 Health Start Program was funded by the State Legislature – general 
funds until June 2004, and was expanded to cover postpartum women.  In 
August 1999 (FY 2000), eight Health Start sites were implemented which 
served 1312 prenatal women, 9 postpartum women, 202 non pregnant 
women (Family Planning only), and 599 children.  Health Start increased to 
fifteen sites in July 2000 (FY2001), and served 3057 pregnant women, 68 
postpartum women, 367 non-pregnant women (Family Planning only), and 
1147 children.  In FY 2005, the program issued another Request for Proposal 
(RFP) and funded 16 programs for 5 years until June 2010. Two of the 
projects terminated their contracts with ADHS. Funding for the program 
during the last 5 years, was provided through a mix of state general funds and 
state lottery funds until state funds were cut. Currently, the program is funded 
solely by Arizona State Lottery funds at approximately 1.6 million dollars. In 
2009, there were 2,319 unduplicated clients served and 13,922 visits 
provided. 
 
Using community health workers who reflect the ethnic, cultural and 
socioeconomic makeup of the neighborhoods they serve, the Health Start 
Program connects pregnant/ postpartum women with community resources 
that provide prenatal and related infant/ child services.  The families are 
followed for two years after the birth of the child to assist with identification of 
a "medical home" for each family member and to encourage immunizations 
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for all children in the family.  The community health workers also provide 
education on normal child development and parenting skills, and may serve 
as a referral source in the identification of children with special needs. 
 
Health Start recruits community health workers from within the targeted 
communities because it is felt that they are most knowledgeable of the local 
customs, problems, cultures and service system.  By utilizing neighborhood or 
community health workers, the program works to assure that the program 
respects the differences in culture, family structure, personal and family 
resources which are found in the different communities throughout the state, 
while addressing the needs of women, children and their families based on 
the unique characteristics of the community in which they live.  By making the 
program sensitive and responsive to local concerns, Health Start attempts to 
promote collaborative efforts within the community to improve the health of 
women, children and their families. 
 
1.2 Mission Statement 
 
The mission of the Health Start Program is to educate, support, and advocate 
for families at risk by promoting optimal use of community based family health 
and education services through the use of community health workers, who 
live in, and reflect the ethnic, cultural and socioeconomic characteristics of the 
community they serve. 
 
1.3 Program Goals and Objectives 
 
The overall goals of the Health Start Program, as determined by Arizona 
State Statue 36-697 are: 
 
1. Increase prenatal care services to pregnant women. 
2. Reduce the incidence of infants who at birth weigh less than one 
thousand five hundred grams (1,500 grams, 3 lbs 4 oz) and who 
require more than seventy-two hours of neonatal intensive care. 
3. Reduce the incidence of children affected by childhood diseases. 
4. Increase the number of children receiving age appropriate 
immunizations by two years of age. 
5. Increase awareness by educating families: 
y On the importance of good nutritional habits to improve the overall 
health of their children. 
y On the need for developmental assessments to promote the early    
identification of learning disabilities, physical handicaps or 
behavioral health needs. 
y Of the benefits of preventative health care and the need for 
screening examinations such as hearing and vision. 
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1.4 Services To Be Provided 
 
The core service(s) in the Health Start Program is the family-centered 
continuum of basic prenatal and family health education, referral, and 
advocacy services.  The services are delivered through prenatal and family 
follow-up visits to enrolled clients and families, and prescheduled classes.  
Services are most commonly provided at a prescheduled home visit, in the 
client’s primary residence, but can be provided in the child’s natural 
environment. The service may also be provided at other community/ 
neighborhood locations, based on client need and preference.  Client visits 
may also be provided upon approval by ADHS in temporary alternative living 
situations including but not limited to rehabilitation centers, jails, inpatient 
treatment centers or homeless shelters on a case by case basis. 
 
Per ARS 36-697, the Health Start Program, through its community health 
workers, shall: 
 
1. Identify pregnant women and postpartum mothers in the community 
health worker’s neighborhood or community, and enroll them in the 
program. 
 
2. Inform clients of how to receive prenatal care services. 
 
3. Assist clients to access appropriate prenatal care. 
 
4. Educate clients on appropriate prenatal and neonatal care, 
preventative health care and child wellness, including appropriate 
nutritional habits to improve the overall health of their children. 
 
5. Assist and encourage clients to provide age appropriate immunizations 
so that their children are fully immunized by two years of age. 
 
6. Assist and encourage clients and their families to access 
comprehensive public and private preschool and other school 
readiness programs. 
 
7. Assist clients to apply for private and public financial assistance. 
 
8. Assist clients and their families to access other applicable community 
and public services, including employment services. 
 
9. Provide clients with a list of local private, both non-profit and for profit, 
and public educational institutions and governmental agencies that 
provide program and referral services (Arizona Family Resource 
Guide). 
 
10. Assist clients to access adult services including, continuing education, 
employment & other community involvement, such as religious or 
social services, as appropriate. 
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1.5 Overview of ADHS and Contractor Roles 
 
The formalization of the Health Start Program into Arizona law (ARS 36-697) 
has increased the scope and funding for Health Start services.  The Arizona 
Department of Health Services (ADHS) is designated as the state agency 
responsible and accountable for program goals and expenditures. With the 
expansion of the program, and a subsequent increase in program 
documentation requirements, there is a commensurate need for ADHS to 
establish a high-level structure and framework for attaining program goals 
and objectives.   
 
ADHS provides the criteria, policies, and requirements for developing and 
implementing the Health Start Program in a neighborhood or community. 
These requirements include community health worker training guidelines and 
employment guidelines that include background checks for all program 
personnel who have direct contact with pregnant and postpartum women and 
their families or who will have access to program participant records. These 
guiding principles reflect the core requirements of the legislation (ARS 36-
697), while also attempting to promote the community/client-centered 
approach that is the cornerstone of the program. 
 
 
ADHS contracts with local public and private agencies (Contractors), who 
recruit, train, and manage a unique group of service providers, called 
community health workers. Community health workers reach out to eligible 
women in their communities to enroll them in the program.  They provide 
basic prenatal and family health education, referral, and advocacy services. 
Health Start is a link for clients to programs that reduce illiteracy, encourage 
employment, self-sufficiency and community involvement.  Contractors 
develop and oversee a network of resources and referral sources that the 
community health workers utilize to serve the Health Start clients.  
Contractors, utilizing methods that are appropriate for the demographics and 
particular characteristics of their community, determine how to achieve 
program standards and desired outcomes.  Within the framework of the 
Health Start Program is the flexibility for Contractors to implement the 
program in a manner that "fits" their neighborhood or community.  
 
ADHS and its Contractors share a dynamic role in the continued expansion 
and evolution of Arizona's Health Start Program to include preconception and 
interconception care education, screenings, and limited services by 
community health nurses.  ADHS performs a variety of roles in the oversight 
of the Health Start Program: monitor; regulator; partner; facilitator; technical 
advisor; educator, and payer.  In addition to working with the Contractors to 
distribute the Arizona Family Resource Guide compiled under section 36-698 
to Health Start clients, ADHS also distributes the resource guides to hospitals, 
physician health clinics, and other home visiting programs. 
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Within the structure and framework of the Health Start Program, ADHS has 
delegated responsibility to Contractors to develop, implement, and manage all 
aspects of the program at the contracted site.  Management responsibilities 
include, but are not limited to: administrative and support staff; program site 
organization and operations; community health worker recruitment, training, 
and monitoring; referral and information networks; service delivery systems; 
program documentation; quality management activities; and, site-specific 
program evaluation activities.  Additional information about the roles and 
responsibilities of ADHS and Health Start Contractors is contained in various 
sections throughout this policy manual. 
 
1.6 Services to be Referred 
 
The "agents" for delivering Health Start Program services are community 
health workers. These community health workers provide basic health 
education, referral, and advocacy services for at risk pregnant women and 
postpartum mothers in their communities.  Community health workers can be 
thought of as a catalyst in helping pregnant women/mothers and their 
families to access prenatal care, and preventive medical care and services.  
 
Community health workers must refer any potential or identified need for 
medical diagnosis or treatment, preventive health care services, behavioral 
health services, or social services to a qualified health care or social services 
professional or provider.  The family must be followed until the advanced 
services are obtained.  Contractors are responsible for monitoring the 
appropriateness of these service referrals.  Community health workers 
coordinate their clients care with hospitals, physicians, and other community 
agencies. 
 
1.7 Year 2010 Overview 
 
Building on the health objectives established during Healthy People 2010 and 
Healthy Arizona 2010 new plans and objectives to be achieved by the year 
2020 are being reviewed at the national level and developed in Arizona.  The 
Health Start Program addressed a variety of the Arizona Healthy People 2010 
objectives in the areas of Nutrition, Immunization and Infectious Diseases, 
Access to Care, Injury and Violence Prevention and Maternal and Child 
Health.  
 
1.8 How To Use This Manual 
 
The purpose of this manual is to document the Health Start Program's 
policies for development, implementation, and management of the program.  
The manual is to be used as a reference and information resource for Health 
Start Program Contractors, ADHS Administration, and other interested 
parties.  
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This manual will be reviewed and revised as changes occur in the program.  
Suggestions for changes to the manual to clarify a policy or to update a 
procedure may be sent in writing or by fax to the Health Start Program 
Manager at the address below.  These suggestions will be considered during 
the review process. 
 
Revisions to the manual will be available to all Contractors and other entities 
through the ADHS website.  Revisions will be released at least thirty days 
prior to the effective date of any change, when appropriate.  Contractors are 
required to adhere to the requirements and guidelines set forth in this manual, 
and are also responsible for incorporating any policy changes into their 
operations.   
 
If this reference does not answer your question or concern, if you have 
suggestions for additional information that can be included in the policy 
manual, or if you wish to be placed on the distribution list for the manual, 
please contact the Health Start Program Manager at the following address: 
 
 Health Start Program Manager 
 Arizona Department of Health Services 
 Bureau of Women’s and Children’s Health 
 150 North 18th Avenue, Suite 320 
 Phoenix, Arizona   85007 
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CHAPTER 2 
GLOSSARY 
 
ADHS 
 
The Arizona Department of Health Services.  ADHS is the Arizona State agency 
responsible for administering public health services and a variety of community 
health programs, including the Health Start Program. 
 
AHCCCS 
 
Arizona Health Care Cost Containment System (AHCCCS).   AHCCCS is an Arizona 
State agency that administers (through its managed care plans) health care benefits 
and services for persons who are eligible for Medicaid or other low-income medical 
assistance programs.  
 
ATTEMPTED VISIT 
 
An attempted visit is when the community health worker goes to the client’s home or 
designated meeting place and does not have a face-to-face contact with the client. 
AzEIP 
 
Arizona Early Intervention Program (AzEIP). OCSHCN provides services to children 
with special care needs, and has service providers located in the counties 
throughout the state.  If a child tests suspicious after a repeat Ages & Stages 
Developmental Assessment, they would be referred to this agency. This program 
has many services for children with special needs, and works closely with NICP & 
Health Start. 
 
BACKGROUND CHECK 
 
A review of relevant personal background and references.  A background check is 
required for each potential community health worker and also any Contractor 
personnel who will have direct contact with Health Start clients or access to program 
participant’s records.  Minimum requirements for a background check include at 
least two non-family references and an affidavit that the person has not committed a 
felony or a misdemeanor involving moral turpitude. A Department of Public Safety 
Fingerprint Card is highly recommended. 
 
CASE FILE RECORD 
 
A confidential written record of services and client contacts that is maintained for 
each enrolled Health Start client. 
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CASELOAD 
 
Refers to the number of clients, both prenatal and family follow-up, being served by 
an individual community health worker or community health nurse.  Contractors are 
expected to monitor the caseloads of the community health workers and community 
health nurses to ensure that the services provided are appropriate for client's needs, 
and properly documented. 
 
CASE MANAGEMENT 
 
Refers to a method of service delivery that consists of community health workers, 
nurses, social workers, counselors and any other person deemed necessary to 
provide services to the clients. Some counties have as many as four teams, while 
other counties function as one large team. The team comes together at regular 
intervals for case conferencing of their clients. This method provides for better 
coordination between the Health Start members, and better coordination of client 
care. 
 
CLIENT 
 
An enrolled pregnant woman or mother who receives Health Start services.   
 
COMMUNITY HEALTH NURSE (CHN) 
 
A community health nurse is a registered Professional Nurse (R.N.) who provides 
high risk nursing home visit services to infants who have been in the Neonatal 
Intensive Care Unit (NICU) for five days or longer and are enrolled in Health Start 
and are not followed by High Risk Perinatal Program (HRPP). 
 
COMMUNITY HEALTH WORKER (CHW) 
 
A community health worker is an individual who has been specially trained to reach 
out into the community to identify pregnant/postpartum women, to provide 
information and education about specific topics, and to provide support and 
advocacy to help them access resources which they may need.  Community health 
workers reflect the ethnic, cultural and socio-economic makeup of the 
neighborhoods they serve.  
 
COMPLETED FAMILY FOLLOW-UP 
 
The term used when the client has completed the family follow-up period (the index 
child who precipitated enrollment in the Health Start program has attained his/her 
second (2) birthday), thereby completing the Health Start Program.   
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CONTRACTOR 
 
A public or private organization that has a contract with the Arizona Department of 
Health Services to develop, manage, and provide Health Start services in a 
designated Program Site. 
 
CORE CURRICULUM 
 
A basic set of minimum information that is provided to community health workers to 
assist them in providing services to Health Start clients. 
 
DES 
 
Department of Economic Security (DES).  DES is an Arizona State agency that is 
responsible for determining eligibility for Federal assistance for low-income persons 
(Medicaid).  DES also administers Arizona’s Child Welfare Program, which includes 
Child Protective Services (CPS). 
 
DISENROLLMENT 
 
When a client is no longer participating in the Health Start Program.  This can result 
from the following situations: Completed Family Follow-up; Withdrew From the 
Program; Lost To Follow-up/Moved; Refused Family Follow-up; Referred To A 
Specialized Program; or a Pregnancy Loss. 
 
DISTRICT 
 
The six major designated service areas in Arizona as designated by DES. 
 
ELIGIBILITY 
 
Pertains to meeting the requirements for enrollment in the Health Start Program. 
Please refer to Chapter 6 for more information on eligibility for Health Start services. 
 
ENROLLED CLIENT 
 
Enrolled clients are pregnant or post partum women living in a targeted 
neighborhood/community who have: met eligibility criteria, received information 
about the Health Start Program, signed the Intent to Participate form for services, 
and enrolled in the program. 
 
ENROLLMENT 
 
A process of voluntary request to receive Health Start services, occurring after 
verification of pregnancy and medical/social risk factors or post partum 
medical/social risk factors. 
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FAMILY 
 
For purposes of the Health Start Program, a family unit is defined as a pregnant 
woman/mother and any persons residing in the same household, whom the 
pregnant/mother woman considers a part of her nuclear family.  
 
FAMILY PLANNING 
 
Family planning refers to the concept of persons making and implementing personal 
decisions regarding reproduction, including measures to prevent unintended 
pregnancies to ensure birth spacing.  Family planning education and referral 
services are provided by community health workers to enrolled clients in the Health 
Start Program and to non-enrolled women who are provided negative pregnancy test 
services.  Family planning education helps clients make informed decisions about 
various family planning methods available. 
 
FETAL ALCOHOL SPECTRUM DISORDER (FASD)  
 
Fetal Alcohol Spectrum Disorders (FASD) is an umbrella term describing the range 
of effects that can occur in an individual whose mother drank during pregnancy. 
These effects may include physical mental, behavioral, and/or learning disabilities 
with possible lifelong implications. 
 
FETAL ALCOHOL SPECTRUM DISORDER (FASD) SCREENING AND BRIEF 
INTERVENTION EDUCATION 
 
Fetal Alcohol Spectrum Disorders (FASD) Screening and Brief Intervention refers to 
the required screening of all enrolled pregnant Health Start women using the 
Screening Tool Form and the prevention education provided to eligible clients. 
 
FAMILY FOLLOW-UP CLIENT 
 
A family follow-up client is a woman who was enrolled while pregnant or enrolled 
after delivering the index child (postpartum enrollment) and is now receiving family 
follow-up services through the Health Start Program.  Family follow-up services 
include: postpartum education, child development education, referral services, 
immunization follow-up and referral, health maintenance education, assistance in 
identification of early childhood education programs, assistance in identification of a 
medical home, assistance in accessing medical or financial assistance programs, 
and community, social, or faith-based services. 
 
GROUP CLASSES 
 
Group prenatal, postpartum, and childhood care classes that are held by the 
contractor.  Each class must consist of four or more enrolled Health Start clients.  
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HEALTH START TEAM 
 
A group of ADHS and other individuals who guide and shape the development and 
implementation of the Health Start Program.   
 
HIGH RISK PERINATAL PROGRAM/NEWBORN INTENSIVE CARE PROGRAM 
(HRPP/NICP) 
 
The High Risk Perinatal Program/Newborn Intensive Care Program (HRPP/NICP) is 
a comprehensive, statewide system of services dedicated to reducing maternal and 
infant mortality (deaths) and morbidity (abnormalities that may impact a child’s 
growth and development). The program provides a safety net for Arizona families, to 
ensure the most appropriate level of care surrounding birth as well as early 
identification and support for the child’s developmental needs. 
 
HOME VISIT 
 
A one-on-one, face-to-face contact between the community health worker or community 
health nurse and the Health Start client that occurs in a place of residence.  
 
IDENTIFIED/TARGETED NEIGHBORHOOD 
 
Refers to a neighborhood or community that has been chosen through a needs 
assessment by a contractor as having distinctive needs or the type of profile that 
would qualify community residents to receive Health Start services. 
 
INDEX CHILD 
 
Is the child born to the enrolled client that will be followed in family Follow-up until 
two years of age. 
 
INTENT TO PARTICIPATE 
 
Intent to Participate refers to the obtaining of knowledge or information about the 
Health Start Program, including benefits, risks, terms of participation, and client 
rights and responsibilities prior to enrollment in the program. A signature on the 
Intent to Participate form indicates the potential client’s desire to receive services, 
their understanding of the level of services chosen, the terms of participation in the 
program, that they voluntarily want to participate and their agreement that data 
gathered will be shared with the Arizona Department of Health Services.  
 
INTERCONCEPTION / PRECONCEPTION 
 
Interconception health is a woman’s health between pregnancies. Preconception 
health is a women’s health before she becomes pregnant. Preconception care 
promotes the health of women of reproductive age before conception and thereby 
improving pregnancy related outcomes. 
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LOST TO FOLLOW-UP/MOVED 
 
Is the term used when the community health worker made at least three 
unsuccessful attempts to personally visit the client with no response from and/or 
contact from the client.  The community health worker can terminate the client’s 
enrollment in the program. 
 
MEDICAL HOME 
 
An established source for receiving routine medical care that is recognized by the 
client.   
MULTIPLE-CHILD VISIT 
 
A Family Follow-Up Visit for a woman where there is more than one index child 
(multiple birth or previous index child whose birth was recorded with the program), 
contractor must submit a separate Family Follow-Up Visit form for the subsequent 
child.  A prenatal visit for a woman where there is a child under the age of two (2) 
enrolled in Health Start, that is also being visited on the same day, Contractor must 
submit a separate family follow-up form for that child. 
 
NEEDS ASSESSMENT 
 
A needs assessment is a specific study or analysis that is conducted by a public or 
private organization to determine potential communities or neighborhoods that may 
meet the desired criteria of need for Health Start funding.  These criteria include: 
incidence of inadequate prenatal care and infant health care, low birth weight 
babies, or inadequate childhood immunizations. 
 
NEGATIVE PREGNANCY TEST SERVICES 
 
Services provided to a woman including a pregnancy test (with negative results) and 
interconception/preconception education by a community health worker lasting a 
minimum of 30 minutes. 
 
NEIGHBORHOOD/ TARGET COMMUNITY 
 
A group of individuals who are distinguished by particular demographic 
characteristics, which may include, but are not limited to:  geographic location, age, 
ethnic, cultural, or religious preferences. 
 
NETWORK 
 
For purposes of this policy manual, a network is a collection of service resources or 
information pathways that have been developed by the Health Start Program 
Contractor.  This network allows the community health workers to assist clients in 
accessing appropriate information, education, medical, social, and financial services. 
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NICP 
 
The Newborn Intensive Care Program (ADHS) provides nursing and developmental 
care to babies who spend five days or longer in the Newborn Intensive Care Unit 
after birth. 
 
OUTREACH 
 
Methods used to locate and identify prospective Health Start clients in the 
neighborhood or community being served. 
 
OUTREACH PLAN 
 
A comprehensive plan prepared by the Health Start Contractor that outlines 
strategies, objectives, and action steps for addressing the needs of the target 
population.   
 
POSTPARTUM CLIENT 
 
A postpartum woman who has given birth, meets the postpartum medical and social 
risk assessment criteria and elects to enroll into the program. 
 
PREGNANCY LOSS-DISENROLLMENT FROM THE PROGRAM 
 
If the pregnancy results in the loss of the baby, the family will be provided up to two 
bereavement visitations. At the end of the visits the client is closed from the 
program. 
 
PRENATAL CLIENT 
 
A pregnant woman who is enrolled in the Health Start Program and is receiving 
prenatal education, appropriate referrals and advocacy services from a community 
health worker. 
 
PROFESSIONAL SUPPORT 
 
Professional support, in the context of this manual, refers to the availability of a 
Registered Nurse and a Certified Independent Social Worker (CISW) or Licensed 
Professional Counselor (LPC).  The Contractor must have both professional support 
persons available for consultation with community health workers, to advise the 
Contractor or community health workers of needs for client referrals to emergency or 
urgent care medical or social services. (Also see Case Management definition). 
 
PROGRAM COORDINATOR 
 
An individual hired by the Health Start Program Contractor who is responsible for 
administration and oversight of the Health Start Program at the Program Site.   
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PROGRAM MANAGER 
 
The Program Manager is an ADHS employee who is responsible for the agency's 
implementation and oversight of the Health Start Program.  The Program Manager 
coordinates activities among Contractors and among Health Start Team members, 
receives and reconciles invoices, handles budget issues, and provides technical 
assistance.  The Program Manager is also responsible for negotiating contracts, 
requesting contract amendments to be processed by the Procurement Office, 
conducting site visits, sponsoring appropriate Community Health Worker training, 
and monitoring Contractor compliance with the provisions of the contract. 
 
PROGRAM SITE 
 
The Contractor's designated targeted community or neighborhood for providing 
Health Start services.  This may also refer to the Contractor's place of business. 
 
QUALITY MANAGEMENT 
 
A combination of activities traditionally referred to as quality assurance, utilization 
review, and risk management. Also included in quality management are concepts 
such as continuous quality assessment and continuous quality improvement.  
Contractors must incorporate quality management activities into the management of 
their Program Site.  
 
REFERRAL 
 
Refers to the concept of linking persons in need of particular services or service 
alternatives, to services appropriate for their needs, and assisting individuals to 
access these services when necessary.  Community health workers provide 
information, education and referral services to potential, and enrolled Health Start 
clients.  
 
REFERRAL TO SPECIALIZED PROGRAM. 
 
Depending on the needs of the family, other programs may be more appropriate. In 
such circumstances, service coordination for the family may shift to another agency 
or program.  The community health worker and/or Program Coordinator will work 
with a representative of the other program to transition the client into the other 
program.   
 
RE-ENROLLMENT 
 
Any previous Health Start client may be re-enrolled into the program if they meet the 
enrollment criteria.  An enrollment form and the eligibility risk assessment criteria will 
need to be completed.  
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REFUSED FAMILY FOLLOW-UP 
 
The term used when the client completes the prenatal portion of the Health Start 
Program, but does not want to participate in family follow-up portion of the program.  
The client’s enrollment in the program ends at this time. 
 
SITE 
 
Location of the neighborhood or community served by the Contractor. 
 
SITE-SPECIFIC CURRICULUM 
 
An educational or training curriculum for community health workers that gives 
specific information about the particular community that the community health 
workers serve. 
 
SITE VISIT 
 
A visit to the Contractor's business location by ADHS Health Start Program staff or 
designees. 
 
VISIT 
 
 A visit is a one-on-one, face-to face contact between the community health worker or 
community health nurse and the enrolled Health Start client, for the purpose of 
providing and receiving appropriate education, referral, and advocacy services.  
Visits may take place in a variety of locations.  Home visits occur at a place of 
residence.  Clinic or office visits occur at a medical clinic, health department or 
public office location designated as a meeting place for Health Start clients.  Visits 
may also take place at community centers, places of worship, or other community 
locations, if appropriate to the client's situation and circumstances.  Visits must be at 
least 30 minutes in length and may not occur over the phone. 
 
  WITHDRAWAL FROM THE PROGRAM 
 
Since participation in the Health Start Program is entirely voluntary, a client may 
withdraw from the Program at any time.  Withdrawal connotes that termination of 
participation in the Program is the client's choice.  
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CHAPTER 3 
PROGRAM PLANNING REQUIREMENTS 
 
 3.1 Role of the Contractor in Program Supervision  
 
The Contractor must develop administrative, management, and organizational 
systems that meet all Health Start Program requirements.  The Contractor 
must also have sufficient and adequate staff and support services to 
implement the program at each site. 
 
At a minimum, the following personnel are required: 
 
Program Coordinator  
 
The Program Coordinator is responsible for administering and overseeing the 
Health Start Program at each contracted site. At a minimum, the Program 
Coordinator will be a .25 FTE.  
 
Professional Support 
 
The Contractor must have professional support persons, Registered 
Professional Nurse (R.N.) and a Certified Independent Social Worker (CISW) 
or a Licensed Certified or Masters Social Worker, or a Licensed Professional 
Counselor (LPC) available for a minimum of four (4) hours per R.N. per month 
and/or four (4) hours per Social Worker or LPC per month for consultation.  If 
professional support is not available, the contractor will need to consult with 
ADHS Health Start Program Staff as to an alternative plan. The consultation 
can be to advise the Contractor or community health workers regarding health 
and behavioral health education, or for other complex referral issues.  They 
may also provide Orientation, Core or in-service training, and participate in 
case review conferencing and staffings.  The Contractor can fulfill the 
consultation requirement in the following ways:  
a. Utilization of outside Registered Nurse and Certified Independent Social 
Worker/Licensed Certified or Masters Social Worker or Licensed 
professional Counselor (LPC) consultants who are not Health Start 
Program staff. 
b. If the Health Start Program Coordinator is a registered nurse, he/she can 
provide the nursing consultation, thereby, meeting the R.N. requirement. 
c. If the Health Start Program Coordinator is one of the other professional 
support persons then, he/she can provide the social worker or licensed 
professional counselor consultation, thereby, meeting the Social Worker 
counselor/requirement. 
d. If the Health Start Program Coordinator happens to be both an R.N. and a 
Social Worker or Counselor, then he/she can choose which of the 
consultations they will provide. The contractor will have available the 
remaining consultant. 
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One required method of service delivery is the Case Management Module in 
which the Health Start personnel work together as a team or teams, and case 
conferencing is provided. ADHS Health Start Program is requiring monthly 
case conferencing to occur, where the CHW would present client cases with 
the Registered Professional Nurse (R.N.) and the Social Worker/Counselor 
providing consultation.   
 
Community Health Nurse Component 
 
The Health Start Program will integrate a community health nursing 
component, providing home visits to high risk infants who have been in the 
neonatal intensive care unit for five (5) days or longer and are enrolled in 
Health Start.  The Community Health Nurse (CHN) will provide support to 
families during the transition of the infant to home; conduct developmental, 
physical and environmental assessments and make referrals to specific 
community services as needed. Services may be provided if needed, until a 
child’s first birthday. This additional component may be more time intensive 
and may require longer than 30 minute visits by the CHN, who will only serve 
the high risk clients in need which may impact the total number of clients 
served. 
 
The Contractor will employ or subcontract with a Registered Professional 
Nurse (R.N.) to provide home visits to high risk infants who have been in the 
neonatal intensive care unit for five (5) days or longer and enrolled in Health 
Start who are not being followed by the High Risk Perinatal Program (HRPP).  
The Community Health Nurse will screen and enroll clients, provide a 
maximum of three (3) visits for a minimum of 30 minutes each per year until a 
child’s first birthday. 
 
 3.2 Development of Written Materials for Distribution 
 
Program materials written for community health workers, eligible and 
potentially eligible clients and families must meet certain requirements. 
 
The materials must be printed in a size and type style that is easy to read.  
Materials should be prepared at an appropriate reading level (suggested 4th-6th 
grade reading level). 
 
ADHS and Contractors may apply an independent standard or reference to 
determine whether this requirement is met (SMOG Index, Fry Readability 
Index, etc.).  
 
The written materials must be prepared in two languages, if appropriate, 
English and the predominant other language (spoken or written) of the 
neighborhood being served by the Contractor. 
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All written materials prepared by the Health Start Contractor for community 
health workers, Health Start clients, or the public pertaining to the Health Start 
Program must display the Bureau of Women’s and Children’s Health (BWCH) 
logo, the Health Start name and acknowledgement that the Health Start 
Program funded in part by the BWCH as made available through the Arizona 
Department of Health Services (ADHS).  Any outreach, educational, training 
or informational materials prepared by the Contractor must be submitted to 
the ADHS Health Start Program Manager for approval. ADHS must approve 
these materials prior to the Contractor's dissemination of the materials to 
community health workers, clients or the public. 
 
3.3 Storage and Retention of Client Records  
 
The Contractor is expected to store and maintain all client records in a safe, 
secure location, whether they are in the possession of the community health 
worker(s) or in a personal/program office. Client files must be kept in a locked 
location and kept in a locked file during transport at all times. The ADHS 
Health Start Program expects the Contractor to take all reasonable measures 
to protect the confidentiality and privacy of their Health Start clients. Except 
for non-identifiable demographic characteristics, records shall be destroyed 
five (5) years after the client's last participation in the Health Start Program.   
For more information on access to client records, refer to Section 9.4 of this 
manual. 
 
3.4 Arizona Family Resource Guide  
 
ADHS developed the Arizona Family Resource Guide, through funding 
provided by the Arizona Children and Families Stability Act, as a directory of 
resources that families can use to obtain information on and assistance with 
services they may need.  This guide, available in English or Spanish, provides 
a list of organizations and their phone numbers through which families can be 
connected with private and public organizations and providers that specialize 
in early childhood development and other early intervention, preventive and 
community services, and services dealing with special needs and is updated 
annually.  The purpose of the directory is to enable parents to obtain 
information that is critical to the development of their young children without 
reliance on public programs.   
 
ADHS distributes this directory to: 
 
Hospitals in Arizona, for general distribution to families of all newborn 
children. 
 
Clinics and private physicians. 
 
The Arizona Department of Economic Security (Healthy Families), AzEIP, 
County and Community Agencies, Military Personnel. 
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Other interested parties. 
 
Health Start Contractors shall receive a supply of the resource guides for 
distribution to community health workers. Contractors shall develop a protocol 
for distribution of the resource guide by community health workers to ensure 
that each client is offered a copy of the resource guide. 
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CHAPTER 4 
COMMUNITY HEALTH WORKER RECRUITMENT, TRAINING, SUPERVISION AND 
MANAGEMENT 
 
4.1 Role of the Contractor and Overview the Community Health Worker Role 
 
It is the Contractor's responsibility to recruit, hire, train and supervise the 
community health workers to fulfill the requirements of the program. The 
contractor should create a standard job description for the Community Health 
Worker that is specific to their geographic area and based on the following 
Community Health Worker responsibilities. 
 
Community health workers visit pregnant women during the prenatal period, 
and teach them about their pregnancy and the importance of getting prenatal 
care from a medical provider.  They teach what to expect in pregnancy, labor 
and delivery, and follow the pregnant women through the pregnancy and 
labor and delivery process.  The community health worker also routinely visits 
the new mother and her family to promote positive parenting skills, provide 
basic developmental education and support, and assist parents in obtaining 
necessary immunizations and preventive health care for their children.  The 
community health worker conducts prescheduled classes on topics, which are 
beneficial to the new mother and her family in a social setting.  The 
community health worker helps link the family to early education programs or 
other necessary financial or social support services. 
 
One of the most critical roles of the community health worker is that of a client 
advocate.  Because community health workers are positive role models for 
pregnant women and mothers in the community, they can use their 
knowledge and experience to help mothers learn how to become 
independent, and learn to care for themselves and their children.  They can 
help their clients learn about the system of resources in the community, and 
how to effectively access these services.  The community health worker may 
also help their clients develop parenting, stress reduction, or problem-solving 
skills.  The support that the community health worker provides is always 
based on the particular needs of the pregnant woman, mother, or family. 
 
4.2 Minimum Qualifications for Community Health Workers (CHW) 
 
The Contractor must recruit sufficient numbers of community health workers 
who are from the communities the Health Start Program Site will serve. The 
community health workers will reflect the ethnic, cultural, and socioeconomic 
characteristics of the neighborhoods/ communities they serve. Each .50 
community health worker shall maintain a minimum caseload of thirty five (35) 
clients, with the majority being prenatal. 
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Community health workers must be able to read and write in English.  They 
should also be bilingual in the non-English language of prevalence for the 
community they serve.  It is also preferable that they be able to read and write 
in the non-English language of prevalence for the community. A high school 
diploma or graduate equivalency degree (GED) is required. Post high school 
education in early childhood development education, family studies, social 
work, nursing or closely related field is desirable. 
 
4.3 Background Checks 
 
A "background check" is a review of the relevant personal background and 
references of a potential community health worker. Background checks are 
required for all Contractor personnel who will have direct contact with Health 
Start clients, or potential clients, including pregnant women or families, or 
those who will have access to program participants' records.  
 
Contractors must establish requirements and protocols for conducting these 
background checks.  The protocols must include: who will do the background 
checks, when they will be done, exactly what the Contractor’s background 
check is comprised of, and where documentation of the checks will be kept.  
Passing a background check is a condition of employment for the community 
health worker and other persons in direct contact with clients or client records.   
Minimum requirements for the background check include at least two non-
family references, and a Criminal History affidavit by the applicant that the 
person has not committed a felony or a misdemeanor involving moral 
turpitude. A copy of the background check documentation shall be in the 
personnel file and shall be kept in a separate file available during site reviews. 
 
 4.4 Community Health Worker Identification to ADHS   
 
Each Contractor is required to provide the ADHS Health Start Program 
Manager with a list of the community health workers that are serving the 
Program Site.  The list must include:  1) the name and date of hire of the 
community health worker, 2) the community or location they are serving, 3) 
the number of hours per week that each community health worker is 
employed, and 4) other important information about the community health 
workers, such as current caseload.  The Contractors will send the community 
health worker list to ADHS at the beginning of the contract service date, and 
when changes occur.   
 
4.5 Recruitment and Training of Community Health Workers  
 
General Requirements 
 
The Contractor is responsible for developing and implementing methods to 
recruit; hire and train community health workers from the community. Once 
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the community health workers have met the Contractor's basic conditions of 
employment, within 90 days of the community health worker's employment 
date, the Contractor shall have provided training in all of the subjects included 
in the ADHS Health Start Orientation and Core Curriculum or other 
recommended curriculum. This shall include at least eight hours of 
training in the subjects included in the ADHS Health Start Orientation 
Training Curriculum and at least eight hours of supervised home 
visiting for each community health worker before the community health 
worker is allowed to assume independent client contact responsibilities.  
A Home Visiting Checklist must be completed for each visit observed and a 
copy kept in the personnel file and a separate file during site reviews. 
Because the training and preparation of the community health worker is such 
an integral component of the Health Start Program, Chapter 5 is devoted to 
the Community health Worker Orientation and Core Training requirements 
and topics.  The Orientation and Core Training that a community health 
worker is expected to have is based on the requirements of the ADHS Policy 
and Procedure Manual in effect at the date of hire or date of contract, 
whichever is later.   
 
4.6 Documentation and Evaluation of Community Health Worker Training 
 
The Contractor shall designate a person responsible for the coordination and 
documentation of community health worker training.  In most cases, this 
person will be the Program Coordinator. 
 
Community health workers are required to take a pre-test and/or post-test for 
each training component.  These tests are prepared by ADHS for all 
Contractors to utilize in assessing community health workers' knowledge of 
the subject matter contained within the ADHS Health Start Orientation and 
Core Training Curriculum.  The Contractor's designated training coordinator 
shall administer the appropriate tests before and after each training session.   
Copies of the tests, master score sheets, and the home visiting checklist must 
be kept in each community health worker's personnel file for review. 
 
If a community health worker scores 90% or higher on a pre-test for a 
particular component, they may be exempted from the training and post-test 
of that component, at the discretion of the Program Coordinator.  In such a 
case, the pre-test will be considered to be the post-test in satisfying the 
testing requirement.  Additional training, such as cardiopulmonary 
resuscitation (CPR) and first aid, is recommended. 
 
4.7 Continuing Education Requirements 
 
The Contractor, with the community health worker, shall develop an annual 
continuing education plan that outlines individual training needs.  It may be 
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convenient for the Contractor to develop the plan during the time frame of the 
community health worker’s employee appraisal. 
The Contractor shall provide or make available a minimum of six (6) hours of 
continuing education each year. This requirement may be fulfilled by 
attendance at community, state, national and/or contractor workshops, 
college course work, or any other documented training/education which 
meets the needs identified in the individual community health workers 
continuing education plan. Any trainings submitted for reimbursement must 
have prior approval by the ADHS Health Start Program Manager.  
Documentation of attendance and completion must be submitted with the 
monthly billing for each training for each CHW. 
  
4.8 Contractor Management of Community Health Worker Performance. 
 
Contractors must review the role of the community health worker (section 5.1 
of the Health Start Policy and Procedure Manual, and the ADHS Orientation 
Training curriculum) with community health workers. Contractors must also 
develop and implement an employee appraisal system for community health 
workers.  The Contractor's employee appraisal system must incorporate 
mechanisms to consider Orientation and Core Training test scores and Home 
Visiting Checklist results during the community health workers' probationary 
employment period. The Contractor is responsible for developing with each 
community health worker a continuing education plan and including this plan 
in the community health worker’s personnel file. A copy of the continuing 
education plan for each community health worker shall be available in a 
separate file curing site reviews. The Contractor must document all training of 
the community health worker (including post-tests, home visiting checklist, 
continuing education, college certification, and copies of all certificates), and 
include this documentation in the community health worker's personnel file.  
The community health worker's file should also contain important information 
about problems or positive achievements, annual supervised home visit 
checklist, as well as results of client satisfaction surveys regarding the 
community health worker's performance. All documentation shall be copied 
and shall be available in a separate file during site reviews. 
 
An important responsibility of the Program Coordinator is to monitor the 
"caseload”, or the number and types of clients being served by each 
community health worker.  This management activity is important to ensure 
that the services provided meet the client and family needs, and are of high 
quality.  Some examples of factors to consider in community health worker 
monitoring include, but are not limited to: 
 
 Number of active, enrolled clients the community health worker is 
serving. 
 .50 Community Health Worker maintains caseload of thirty five (35) 
clients of which more than half are prenatal 
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 Number of services/visits/classes per client for each community health 
worker. 
 Client visits are conducted predominately at the client’s home or 
contractor’s office or other location for a minimum of 30 minutes. 
 Prenatal client visits are provided a minimum of once per month but 
not more than four (4) visits per month. 
 Family follow-up visits are provided at a minimum of once per month 
but not more than four (4) per month; one month the visit will be with 
the child; next month the visit will be with the client discussing 
interconception care. More than four (4) visits per month requires prior 
approval. 
 Size of the client's family unit. 
 Severity or complexity of the client/family situation, a higher acuity or 
complexity of needs will require more intervention by the community 
health worker. 
 Existence of medical high risk factors that require urgent referrals, 
intensive monitoring and follow-up. Such factors may include: pre term 
labor, gestational diabetes, pre-eclampsia, substance abuse, etc.   
 Duration of the client contact (30 minute minimum).  Is the duration 
reasonable, and sufficient to meet client's need? 
 Travel time for client visits. 
 Timing of the initial contact, early versus late in the pregnancy. (Early 
contacts are preferred) 
 Quality of contact.  Were actions, information, and interventions 
appropriate to the client need? 
 Comparison of hours worked to number of encounters submitted by 
the community health worker. 
 Results of Client Satisfaction Surveys. 
 
Contractors are expected to develop criteria and systems for regular review of 
client case files, to assess the quality and appropriateness of services 
provided by the community health worker.  Results of these reviews should 
be used to assist in: community health worker performance appraisals; 
periodic review of the Contractor's program plan; determining if and when it 
might be necessary to hire a new community health worker or adjust the 
hours of an incumbent community health worker; and management decision-
making for improving the Contractor's Health Start Program Site operations.  
Refer to Chapter 11 for additional information on quality management and 
improvement activities. 
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CHAPTER 5 
HEALTH START COMMUNITY HEALTH WORKER TRAINING  
* This chapter is in the process of being revised by ADHS and will be 
made available at a later date. 
 
 
5.1 Overview of Community Health Worker Training 
The role of the community health worker is to provide outreach, education, 
referral, and advocacy services within his/her own community.  In order for 
community health workers to perform these responsibilities safely and 
competently, they must receive sufficient orientation, training and information 
about the program content.  
Information that all Health Start community health workers must receive is 
divided into two major areas:  Orientation Training and Core Training.  The 
initial orientation and core training must cover the topics described in the 
Training Guide and meet the learning and performance objectives that all 
community health workers must be offered.  Community health workers must 
complete orientation before they may initiate unsupervised client outreach or 
home visits.  Core training includes relevant subject matter and information 
that must be offered to each community health worker within the first ninety 
(90) days after employment by the Contractor.  In addition to the Orientation 
and Core Training, “site-specific” training is developed, coordinated, and 
presented by the Contractor at each Program Site as appropriate.  Site-
specific training is geared to the special needs of the community health 
workers, Contractor, and the Health Start neighborhood or community.  The 
training, which a community health worker is to have, is based on the 
requirements of the ADHS Policy and Procedure Manual in effect at the date 
of hire or date of contract, which ever is later. 
 
The rationale for Contractors providing Orientation and Core training to their 
community health workers, rather than having a single trainer provide it, is to 
accommodate the cultural, educational, linguistic, and experiential differences 
among community health workers.  A training style appropriate to one 
population may not be appropriate for another.  In addition, it allows 
Contractors to have local professionals give the training to facilitate the 
development of local resources upon which community health workers may 
draw in serving their clients.  It also provides Contractors with the flexibility to 
provide the training whenever it becomes necessary, due to staff turnover, 
and to structure the timing and location of the training to accommodate 
community health workers’ work schedules, case loads and outreach 
activities. 
 
5.2 Orientation Training and Supervised Home Visits 
 
The Orientation Training includes components of the Core Training and is 
intended to give community health workers an overview of their role and job 
responsibilities.  The orientation program provides basic information on 
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several critical areas of the Health Start Program. Through this initial 
orientation process, community health workers can demonstrate that they 
possess sufficient knowledge about the program.  They must also 
demonstrate that they have mastered the necessary skills to begin conducting 
client contact activities safely and competently. 
 
 
The Orientation Training for community health workers shall include a total of 
at least eight (8) hours of training in the following content areas and at least 
eight (8) hours of supervised home visiting for each community health 
worker before the community health worker is allowed to assume 
independent client contact responsibilities.   
 
 Role of the Community Health Worker 
 
 Pregnancy 
 
 Child Growth and Development 
 
 Communication Skills 
 
 Identifying and Accessing Community Resources 
 
 Documentation and Confidentiality 
 
 Supervised Home Visit 
 
The information in these areas must, at minimum, address the Orientation 
learning objectives from the Training Guide and conform to ADHS Health 
Start policies wherever applicable.  Training must also include relevant 
information from the Contractor's specific community to allow community 
health workers to successfully work within that community.  
 
All newly hired community health workers for the Health Start Program must 
take the orientation test.  A community health worker must receive a score of 
at least 90% for the entire Orientation Test, a total of 21 objectives, and the 
home visiting checklist before assuming home visiting responsibilities.  The 
test for   Orientation Training (green) must be included in the community 
health worker’s personnel file and in a separate file for site reviews. 
 
5.3 Core Training 
 
Core Training is intended to be the foundation of knowledge, skills, and 
information that community health workers should have within the first 90 
days (3 months) after employment.  The Core Training must also include any 
relevant "site-specific" instruction for community health workers.  The "site-
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specific core" is needed to educate community health workers in how to 
effectively provide Health Start services within their own community. 
 
The following outline lists the Core Training topics that must be provided to 
each community health worker within 90 days (e months) after employment: 
 
A. Program Overview 
1. History, Goals and Objectives of the Health Start 
Program 
2. Community Outreach  
3. Communication Skills 
4. Documentation 
5. Confidentiality 
6. Role of the Community health Worker 
 
B. Emotional Support 
1. Problem Solving 
2. Self-Esteem 
3. Special Population Issues 
4. Community Resources 
 
C. Pregnancy and Prenatal Care 
1. Fetal Development  
2. Components of Prenatal Care  
3. Maternal Changes  
4. Discomforts of Pregnancy  
5. Warning Signs in Pregnancy  
6. Medical/Nursing Resources and Referrals 
 
D. Nutrition 
1. Prenatal and Postnatal Nutrition 
2. Infant Feeding 
3. Child Nutrition 
4. Family Nutrition 
5. Nutritional Resources and Referral 
 
   E. Labor and Delivery 
1. Getting Ready 
2. Process of Labor and Delivery 
3. Cesarean Birth 
4. Leaving the Hospital 
 
F. New Mother 
1. Concerns of the New Mother 
2. Postpartum/6 week checkup 
3. Physical/emotional/family changes/reactions to the new 
baby 
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4. Bonding/Attachment 
5. Caring for the Infant 
 
G. Well-Woman Care  
1. Family Planning 
2. STD/HIV 
3. Recommended Preventive Health Services 
4. Referrals 
 
 
H. Infant and Child Development 
1. Growth and Development 
2. Parenting Skills 
3. Child Safety 
4. Well-Child Care 
5. Immunizations 
6. Oral Health 
7. Early Childhood Care and Education Programs 
8. Ages and Stages Questionnaires  
 
I. Families with Special Needs 
1. Cultural/ethnic Diversity 
2. Developmental Disabilities/Chronic Illness 
3. Domestic Violence 
4. Child Abuse and Neglect 
5. Crime Victims Assistance 
6. Substance Abuse     
 
J. Elements of Case Management 
1. Building a Helping Relationship 
2. Identifying Client Needs and Strengths 
3. Developing and Revising a Home Visiting Plan 
4. Finding and Using Resources/Support Materials 
5. Coordination 
6. Ongoing Assessment 
7. Ending the Helping Relationship 
 
K. Safety 
1. Household Safety for Children 
2. Mandatory Seat Belt Law 
3. Lead Safety 
4. Bike and Traffic Safety 
5. Client Home Safety 
6. Community Health Worker Safety on Home Visits 
 
 
A community health worker must receive a score of at least 90% for the Core 
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tests, a total of 60 objectives, before Core Training can be considered 
complete. The tests  and the Core Training Master Scoring Sheet must be 
included in the community health worker’s personnel file.  Contractors should 
use the results of the Core Training tests to identify continuing and/or 
additional training needs for each community health worker on an education 
plan. 
 
 
5.4 Certificate of Completion 
 
An ADHS Certificate of Completion for Core Training is available for 
community health workers. Completion of training shall be defined as the 
community health worker obtaining a 90% or above total score for Core 
Training.  Certificates may be requested from the ADHS Program Manager by 
the Contractor’s submission of the names of the community health workers 
who have completed Core Training and a copy of their Core Training Master 
Scoring Sheets. 
 
5.5 Continuing Education 
 
Continuing education should be designed to strengthen the skills, provide 
updated information, and support the activities of the community health 
worker. A continuing education plan should be developed annually for each 
community health worker.  This plan should include the training needs 
identified through the Orientation and Core training post testing, the Home 
Visiting Checklist results and/or observed need.  Community health workers 
should have a role in the development of the plan.  A copy of the continuing 
education plans for each community health worker shall be available in a 
separate file during site reviews. 
 
The Contractor shall provide or make available a minimum of six (6) hours of 
continuing education for each community health worker on an annual basis 
after completion of the Core Training. This education/training requirement 
may be fulfilled by community, state, national, or Contractor workshops, 
college course work, or any other documented training/education.  The 
continuing education plan and documentation of training must be included in 
the community health worker’s personnel file.  Any trainings submitted for 
reimbursement must have prior approval by the ADHS Health Start Program 
Manager.  A copy of the community health worker’s certificate of attendance 
or course completion record shall be sent to ADHS with monthly billing. 
 
Annual training opportunities will be provided by ADHS.  The ADHS Health 
Start Program Manager will obtain input from Health Start Coordinators and 
community health workers on topics of interest and need. 
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 5.6 Site-Specific Training 
 
This training is individualized to meet the specific demands of community 
health workers in a particular community.  Contractors are responsible for 
developing and implementing appropriate site-specific training for community 
health workers.  This site specific training is not billable training. At a 
minimum, site-specific training should: 
 
 Support the Core Training 
 
 Consider the special health education or social needs of clients and 
potential clients in the community; 
 
 Provide relevant information about the Contractor's organization and 
business practices; and 
 
 Provide specific information and procedures to community health 
workers for developing and accessing referral networks and 
community resources within that community. 
 
Site specific training is appropriate any time the Contractor, community health 
worker, or community being served has special needs that can be addressed 
through additional training sessions, in services, or workshops. 
 
The site-specific training should reinforce basic principles of client case 
management (build upon concepts presented during the Core Training, see 
5.3 J), and help community health workers learn how to apply what they have 
learned to their own neighborhoods and communities.  Suggested topics for 
this training include any information that is specific to the targeted  
neighborhood/community: 
 
 Special Characteristics of the Community 
 
 What are the Community Resources, and How to Access Them 
 
 How to Build a Community Network 
 
 How to Work With and Within the System (How to Make the System 
Work for You) 
 
 Additional Training on Health-Related Topics of Particular 
Concern to the Community (such as Gestational Diabetes, Fetal 
Alcohol Spectrum Disorders, Drugs and Drug-addicted Babies, 
etc.) especially leading to Community Health Worker 
Certification.   
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CHAPTER 6 
HEALTH START ELIGIBILITY AND ENROLLMENT 
 
6.1 Overview of Eligibility and Enrollment  
 
Health Start, a voluntary program, is designed to serve pregnant women at risk for 
poor birth outcomes, and to serve postpartum women who meet eligibility criteria. 
The process is intended to facilitate the timely identification of eligible persons, and 
help them start receiving services as quickly as possible, if they are eligible and 
choose to enroll.  It is expected that the Contractor will design and implement a 
mechanism to conduct continuous outreach and recruitment of at risk pregnant 
women and post partum women residing in their targeted service area. 
 
A general description of the process is as follows:  At risk women who reside in the 
Health Start targeted service area program sites, and who may be pregnant, or just 
had a baby, have an initial contact with a community health worker.  Community 
health workers through a variety of sources identify these women.  A potential client 
learns about the program from the community health worker, or through other 
sources. The community health worker verbally explains the program and 
determines if the potential clients: 1) resides in the targeted service area; 2) is 
pregnant; 3) is postpartum with a child under age two; 4) has one or more medical 
and social prenatal/postpartum risk factors. Community health worker offers 
enrollment to the woman if criteria is met. If enrollment is accepted, the woman fills 
out the Intent to Participate form, signs the form and the community health worker 
completes the Health Start Enrollment form. 
 
Checking just one medical risk factor and one social risk factor automatically makes 
the woman eligible, however, all relevant risk factors should be identified and 
checked (see section 8, page 8-11 Enrollment Form for complete list of prenatal and 
postpartum risks factors).   The Intent to Participate form signed by the client 
indicates that she understands the services that she will receive, and her rights and 
responsibilities as an enrolled client.  All participation in the Health Start Program is 
on a strictly voluntary basis.  A woman under age 18 will need to have a parent or 
legal guardian sign the Intent form if visits are going to be conducted at the client’s 
primary residence. 
 
Women who test negative on a pregnancy test, as well as those who decline 
enrollment or are not offered enrollment receive preconception or interconception 
care education, including family planning and folate education and referral services.  
A Negative Pregnancy Test Visit form is completed by the community health worker 
only for those women who had a negative pregnancy test. 
 
6.2 Eligibility Criteria for Health Start Program 
 
The at-risk women who are eligible for participation in the Health Start Program must 
have their primary residence located within the Contractor's Program Site targeted 
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service area.  At risk women from these targeted communities who are pregnant or 
who are postpartum may choose to be enrolled in the Health Start program.  If 
pregnancy testing  reveals that the woman is not pregnant, that woman is eligible to 
receive Negative Pregnancy Test Visit Services, including preconception and 
interconception care education, family planning education, folate education, limited 
emotional support (to determine if the woman is reconciled to the fact that she is not 
pregnant and to help her establish a Family Planning Goal), help developing a 
Reproductive Life Plan and referral services.  A Health Risk Assessment tool will be 
used to assess the women’s needs.  Only Negative Pregnancy Test Visits to non-
enrolled Health Start clients are billable. No more than two (2) pregnancy tests per 
woman per year are to be provided. 
 
If the pregnancy test reveals that the woman is pregnant, she is asked if she has 
one or more medical/social prenatal risks on the Client Enrollment form to determine 
eligibility for enrollment into the program. Based on the results of this assessment, 
she may be offered enrollment in the Health Start Program.  Pregnant women who 
choose enrollment in the program and sign the Intent to Participate form, will receive 
the full spectrum of prenatal, advocacy and family education services. Enrollment 
forms are only completely filled out for women who agree to enroll in the program. 
 
Pregnant women who decline to sign the Intent to Participate form, decline 
enrollment for another reason, or are not offered enrollment on the basis of the 
results of the risk assessment are eligible to receive preconception and 
interconception care education, family planning education and folate education, 
limited emotional support and referral services.  These services are not billable to 
the program. 
 
Postpartum women who have given birth, have one or more medical/social risk 
factors and elect to enroll into the program and sign the Intent to Participate form will 
receive the full spectrum of advocacy and family education services.  This is 
considered a Postpartum Enrollment. 
 
Enrolled postpartum women and at risk pregnant women who have given birth (the 
index child) will receive follow-up from the community health worker.  The 
community health worker shall follow the enrolled client and her family until the 
child’s second birthday, unless the family is lost to follow-up by moving, transfers to 
another site or voluntarily withdraws from the program.  If an enrolled client loses the 
index child, she may choose to remain enrolled in the program until the community 
health worker and the woman have finished appropriate bereavement and discharge 
planning, whereupon the case would be closed. A maximum of two bereavement 
family follow-up visits is allowable.  
 
Enrolled postpartum women who have given birth to an infant that has been in the 
neonatal intensive care unit for five (5) days or longer who are not being followed by 
the ADHS HRPP program will be followed by a Community Health Nurse (CHN). 
The CHN will schedule and conduct a minimum of one (1) but no more than three (3) 
per year family follow-up home visits up to infant’s first birthday. 
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6.3 Identification of Potential Enrolled Clients 
 
The Contractor must arrange for the administration of a pregnancy test to all women 
who have not yet had an appropriate test and who desire to participate in the Health 
Start Program.  The pregnancy test must be acceptable to the Department of 
Economic Security (DES) for use in AHCCCS eligibility determination for Federal 
Medicaid assistance for pregnant women (SOBRA Program). If the potential client is 
already enrolled in an AHCCCS health plan, the AHCCCS provider may do the 
pregnancy test, or another referral source may be utilized for pregnancy verification. 
 
6.4 Initial Contact 
 
The Contractor is expected to develop strategies to assist community health workers 
to identify and recruit at risk women into the program early in their pregnancies in the 
first trimester.  Community health workers may contact potential clients in a variety 
of ways, either at the potential client's home, or at community or group settings.  The 
initial contact may be in person and at any convenient location, except that if the 
initial contact occurs at the primary residence of the potential client, the community 
health worker shall not enter the residence during the initial contact without the 
permission of the potential client.  
 
The Contractor is expected to develop strategies to assist community health nurses 
to identify and recruit post partum women who have had infants who have been in 
the neonatal intensive care unit for five (5) days or longer who are not being followed 
by the ADHS HRPP program.  During the initial contact, the community health nurse 
shall provide a verbal explanation of the program explain the rights and 
responsibilities of the potential client and the community health nurse. 
 
During the initial contact, the community health worker shall provide the potential 
client with a description of the types of Health Start services that are available. At a 
minimum, the community health worker shall provide a verbal explanation of the 
program, and explain the rights and responsibilities of both the potential client and 
the community health worker.   
 
6.5 Intent to Participate 
 
A written Intent to Participate form must be received from all women who are 
determined eligible to enroll and agree to enrollment prior to enrolling for the 
Health Start Program, whether they are pregnant or not.  The Intent to 
Participate form must be signed by the client, before the community health 
worker can record any demographic or health information from the client. This 
form must be signed in order for the client to receive any visiting services. If 
the client declines to sign the Intent to Participate form, then the community 
health worker cannot proceed with of the Health Start Enrollment procedures.  
 
If the potential client is a minor living with the minor's parent or legal guardian, home 
visits shall not be provided unless the minor's parent or legal guardian also signs the 
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Intent to Participate for the client's enrollment into the program and to receive home 
visits.   
 
The Intent to Participate Form will be provided to Contractors by ADHS in English 
and Spanish.  Copies of these forms are located in Section 8. 
 
6.6 Enrollment 
 
After the potential client has received a description of the program and its services, 
and has received information about her rights and responsibilities and has been 
determined eligible, she may elect to enroll in the program. At the time of enrollment, 
the community health worker collects appropriate data on the Client Enrollment form.  
Chapter 8.5 contains a detailed explanation of this form.  The Client Enrollment form 
requires documentation of demographic data, insurance, the referral source, and 
pertinent information about the woman's pregnancy status.   
 
If the at risk woman is pregnant and a pregnancy test is not needed, and the woman 
is determined eligible is using the medical and social prenatal risk assessment on 
the Client Enrollment form to determine if she meets the criteria for enrollment into 
the program. This assessment may serve as a mechanism to triage potential clients, 
considering their level of need, the caseloads of available community health 
workers, and other factors that may be appropriate.  Based on the results of the 
assessment, she may be offered enrollment in the Health Start Program.  Additional 
supplemental forms developed by the Contractor may also be used.   
  
If an acceptable pregnancy test has not yet been done, the community health worker 
arranges for (coordinates referral to lab or medical provider), or performs a 
pregnancy test as a part of the initial contact process (refer to Section 6.3 for 
pregnancy test requirements).  If the community health worker is coordinating the 
referral of the pregnancy test, another attempt will be made to contact the potential 
client to obtain the results of the pregnancy test, to determine if the woman is 
reconciled to the fact that she is or is not pregnant, to help her establish a Family 
Planning Goal (if appropriate), and complete the enrollment process.  If the 
pregnancy test reveals that the woman is pregnant, she is asked if she has one or 
more of the medical and social prenatal risks on the Client Enrollment form to 
determine eligibility for enrollment into the program. 
 
If the pregnancy test reveals that the woman is not pregnant, the community health 
worker provides negative pregnancy test visits services including preconception 
interconception care education family planning education and support and makes 
appropriate referrals.  This is documented on the Negative Pregnancy Test Services 
form. 
 
If the potential client is a postpartum woman, the community health worker will 
determine eligibility using the postpartum risk assessment criteria on the Client 
Enrollment form to determine if she meets the criteria for enrollment into the 
program. 
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Any enrollment is not effective unless and until the Intent to Participate 
documentation is signed by the client. Program status on the Enrollment form 
designates that a client is enrolled based on the assessment, and is either pregnant, 
post partum, transferred or both pregnant and post partum.  The Contractor is 
required to send a copy of all Client Enrollment forms to ADHS monthly (see Section 
8.10).   The original completed Client Enrollment form is placed in the client’s file. 
 
 After meeting the eligibility criteria and signing the required Health Start written 
Intent to Participate form, and obtaining any other appropriate consent, the pregnant 
or postpartum woman is considered enrolled in the program.  The community health 
worker may then begin to provide Health Start services.   
 
Enrolled postpartum women and at risk pregnant women who have given birth will 
receive follow-up from the community health worker.  The community health worker 
shall follow the enrolled client and her family until the child’s (index child) second 
birthday, unless the family is lost to follow-up by moving, transfers to another site or 
voluntarily withdrawing from the program.   
 
Enrolled post partum women who have given birth to a high risk infant that has been 
in the neonatal intensive care unit (NICU) for five (5) days or longer and is not being 
followed by a ADHS HRPP program will be followed by a community health nurse up 
to the infants first birthday. 
 
6.7 Enrollment Notification to ADHS 
 
As summarized on the Health Start Form Schedule (Section 8.3), copies of the 
Client Enrollment form for all newly enrolled clients are sent to ADHS monthly.  The 
original copy is placed in the client’s file. 
 
6.8 Disenrollment Process 
 
There are several ways that a client may be disenrolled from the Health Start 
Program: 
 
 The client completes the prenatal portion of the Program, but does not 
want to participate in family follow-up.  This is termed “Refused Family 
Follow-up” on the Status Closed Record form. 
 
 The client has completed the family follow-up period (the index child who 
precipitated enrollment in the Health Start program has attained his/her 
second (2) birthday or the high risk infant has attained his/her first (1) 
birthday).  This is termed “Completed Family Follow-up” on the Status 
Closed Record form. 
 
 The client is lost to follow-up.  The community health worker must have 
made at least three unsuccessful attempts to personally visit the client 
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with no response; this is termed “Loss to Follow-up/Moved” on the Status 
Closed Record form. 
 
 The client has participated in the program more than eight (8) years. 
 
 The client moves from the Contractor’s service area and is not known to 
be transferring to another Health Start site.  This is termed “Withdrew 
from Program” on the Status Closed Record form. 
 
 The client is known to be transferring to another Health Start site.  This is 
termed “Transferred Sites” on the Status Closed Record form. 
 
 The client voluntarily disenrolls from the Program.  This is termed 
“Withdrew from Program” as a status on the Status Closed Record form. 
 
 The mother and index child are no longer living together on a permanent 
basis.  This may occur in any number of ways, including if either the 
mother or child dies while in the Program, the child is adopted or removed 
from the family, or the child is sent to live with relatives out of the service 
area and the mother is not expected to participate in parenting the child.  
In this circumstance, the case may remain open if the foster or adopted 
parent wishes to continue the services.  If the foster or adopted parent 
does not wish to continue the services, then you would mark “Withdrew 
from Program” as a status on the Status Closed Record form. 
 
 Service coordination for the family has changed to another agency or 
program. Depending on the needs of the family, other home visiting 
programs such as Healthy Families may be more appropriate for the 
family.  In such a circumstance, the community health worker and/or 
Program Coordinator will work with a representative of the other program 
to transition the client into the other program.  Once the transition has 
been accomplished, the client is disenrolled from the Health Start 
Program.  This is termed “Referred to Specialized Program” on the Status 
Closed Record form.  If the specialized service notifies the community 
health worker that the child has completed the services, and the child is 
under the age of two, the community health worker may continue to see 
the child.  Every effort needs to be made to ensure that the programs are 
not duplicating services. 
 
 If the pregnancy results in the loss of the baby, the family will be provided 
two (2) bereavement visits, and then closed as “Pregnancy Loss” and 
noted on the Status Closed Record form. 
 
6.9 Re-enrollment 
 
Any previous Health Start client can be re-enrolled into the program if she meets the 
enrollment criteria. This would include such circumstance as a second pregnancy or 
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a pregnancy that resulted in a miscarriage or stillbirth and the woman is pregnant 
again.  A new Client Enrollment form will need to be completed.  If a current enrolled 
post partum client becomes pregnant, a new enrollment form is completed. The 
maximum number of years a client can participate in the Health Start Program is 
eight (8) years. 
 
6.10 Transfer of Clients between Contractors 
 
General Information 
 
With the increase in the number of sites offering Health Start services and in the 
length of time that a client and her family may be followed in the program, the 
possibility that a client may move from a neighborhood served by one Contractor 
(termed the "Losing Contractor") to a neighborhood served by another Contractor 
(termed the "Gaining Contractor") may increase.   
 
Both the Losing Contractor and Gaining Contractor may be able to bill for the client, 
based on the number of visits made to the client while she lives in the Contractor's 
targeted neighborhood.  She should be closed by the Losing Contractor (Transferred 
Sites), and re-enrolled in the program by the Gaining Contractor. A copy of the 
records from the Losing Contractor may be transferred to the Gaining Contractor 
with the permission of the mother. 
 
Procedure to Affect Transfer of a Client Between Contractors 
  
The need to transfer a client may be discovered in several ways, which will 
determine the procedures to be used in communicating this information.  These 
procedures described below are vague to offer the Contractors the greatest flexibility 
in determining the status and meeting the needs of the client. 
 
 If the Losing Contractor first learns that a client is moving and wishes to 
continue Health Start services, the community health worker or Program 
Coordinator may contact the Program Coordinator for the Gaining 
Contractor and relay the information.  If the Gaining Contractor first learns 
that a client was enrolled in Health Start at another location, the 
community health worker or Program Coordinator should contact the 
Program Coordinator for the Losing Contractor and relay the information.  
Together they will work out the details of transferring the client. They 
should also discuss how copies of pertinent parts of the client’s record 
may be given to the Gaining Contractor. Signed permission by the client 
for the Losing Contractor to release the client’s records should be 
obtained. 
 
The Losing Contractor will complete a Status Closed Record form and 
submit a copy to ADHS and list the Program Status as “Transferred Sites” 
and annotate the name of the Gaining Contractor.  The original form would 
be placed in the client’s file. The Losing Contractor would bill for the client 
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based on the number of home visits made during the month while the 
client lived in its targeted neighborhood.   
  
The Gaining Contractor would submit a new Client Enrollment form, 
indicating that the client has been “Transferred from Another Site”.  This 
Contractor could also bill for the client based on the services provided by 
that program site. 
 
In the event, ADHS first learns that a client may have been enrolled in 
Health Start at two locations for the same pregnancy, a member of the 
Health Start program staff would contact the Program Coordinator for the 
Gaining Contractor and relay the information.  The Gaining Contractor 
should verify with the client if she had previously been enrolled at another 
site.  If so, the above procedure for completing a Status Closed Record 
form will take place. 
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CHAPTER 7 
CLIENT VISITS AND PRESCHEDULED CLASSES 
 
7.1 General Standards for Conducting Client Visits and Classes 
Community health worker or community health nurse visits with clients are 
prescheduled, and are recommended to occur predominately at the client's 
primary residence. However, there may be instances when a client visit may 
be done at any location that is reasonable and convenient to the client such 
as the contractor’s office.  Client visits must occur in person with the client 
lasting a minimum of 30 minutes.  Visits to clients temporarily residing in 
alternative living situations, including but not limited to rehabilitation centers, 
jails, inpatient treatment centers or homeless shelters and when the primary 
care giver of the child or children is out of the home for extended periods of 
time (over one month), shall be approved on a case by case basis by ADHS. 
Contractor will provide information to ADHS for approval prior to providing 
visits.  The client may also participate in prescheduled classes on pertinent 
prenatal, postpartum, childcare, and child development topics. For a 
contractor to be reimbursed for a class there must be at least four (4) Health 
Start clients enrolled per class and the class must be a minimum of sixty 
minutes long. 
 
Contractors are responsible for incorporating specific standards for conduct 
during client visits into the community health worker's job descriptions and 
performance appraisal system. 
 
The community health worker or community health nurse will have each client 
sign and date in blue ink each visit form.  See Chapter 8, Data Collection and 
Reporting Requirements, for information about documentation of client visits 
in the client’s file.   
 
The community health worker or community health nurse will maintain a 
confidential relationship with clients.  The Contractor and staff supervisor will 
have appropriate access to client records and information, in order to assist 
community health workers or community health nurse with day-to-day client 
issues, and oversee their performance.  Community health workers or 
community health nurse may discuss issues or concerns regarding the client 
or the family with the supervisor or consultants. 
 
The Contractor is required by Arizona law to report a suspected non-
accidental injury or neglect of a child to Child Protective Services as per ARS 
13-3620.  Community health workers or community health nurse will also 
report any case of suspected non-accidental injury or neglect of a child to 
their supervisors immediately.   
 
 7.2 Prenatal Visits and Classes 
 
General information 
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It is essential that pregnant women be identified as early in their pregnancies 
as possible, ideally in the first trimester. Once the client is enrolled in the 
Contractor's Health Start program, the client will receive at least one monthly 
prenatal visit from a community health worker throughout the remainder of her 
pregnancy.  The purpose of the prenatal visits and classes is to assist clients 
in accessing appropriate prenatal care services, and to provide prenatal 
education, information and referral services, and advocacy.  
 
Community health workers will make at least one visit per month during the 
prenatal period of enrollment. Visits must not exceed four (4) per month.  If a 
client requires more visits or receives fewer visits, the community health 
worker will note the reason for variation in the client’s record. Contractor must 
request approval from ADHS to provide more than four (4) prenatal visits in 
one month. 
 
The number of prenatal visits and classes that an enrolled client receives may 
be impacted by a variety of factors, including whether her enrollment in the 
program occurred early or late in the pregnancy.  The most important factor 
influencing the number of prenatal visits and classes is the client's need.  
Because the Health Start Program is a client and family centered program, 
the timing and content of prenatal home visits and classes will be variable, 
depending on client and family need.  Some clients will need more intensive 
assistance and intervention than others.  The frequency, intensity, and 
duration of each client interaction will be individualized to accommodate the 
client's needs and the family's individual circumstances.  Contractors will 
provide adequate supervision of community health workers to ensure that 
client needs are being met, and that client visit standards are maintained.  
 
Although prenatal home visits and classes may require intensive advocacy, 
problem solving, and referral services, community health workers are still 
expected to cover educational topics directed to address program goals at 
some time during the client’s participation.  Discussion of these educational 
topics may stimulate discussion about family needs in other areas. 
 
Prenatal Visit and Class Services  
 
Services that may be provided during prenatal visits include, but are not 
limited to: 
  
1. Assistance to access prenatal care from a medical provider. 
 
2. Assistance to access financial assistance, if appropriate. 
 
3. Referrals and follow-up to other appropriate community resources that 
the client or family members may need. 
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4. Prenatal, perinatal, and postpartum education, including but not limited 
to education about the importance of early and continuous prenatal 
care, nutrition, breast feeding, labor and delivery, healthy behaviors 
during pregnancy, warning signs in pregnancy, and other related topics 
based on client need. 
 
5. Screenings for alcohol use, tobacco/drug use and signs of perinatal 
depression and other related behaviors as needed. 
 
6. Immunization education and promotion of complete and timely 
immunizations for the entire family. 
 
7. Personal and family support, including listening, assistance in job 
referral, assistance in development of coping and problem solving 
skills, etc. 
 
8. Assistance in overcoming barriers to care, especially transportation. 
 
Family - Centered Services 
 
Although the focus during the prenatal period is on assisting the pregnant 
client to have a healthy baby, the needs of other family members may be 
addressed as well, since they have an impact on the overall well being of the 
pregnant client.  Discussion of immunization, well-baby check-ups, family 
planning, etc. should not be confined to the family follow up period.  Services 
should be guided by the needs of the family. Services are primarily focused 
on the needs of the index child and mother. As time allows, the same Health 
Start program services may be extended to other children and family 
members 
 
7.3 Family Follow-Up Visits and Prescheduled Classes 
 
Once the client has completed the prenatal visits, and delivered the infant (index 
child), she and her family will receive postpartum and family follow-up visits and 
classes from the community health worker until the index child's second birthday, 
unless the family voluntarily withdraws from the Program, is lost to follow-up by 
moving, or transfers into another program.  Family follow-up visits focus on 
promoting preventive health care, good nutritional habits, immunizations, 
maternal issues, breast feeding, safety education/assessment, child 
development education/assessment, and assisting with necessary referrals to 
community resources, including early childhood education programs.  As with 
prenatal visits, community health workers will gear the content, timing, and 
structure of family follow-up visits to the specific needs of clients and their 
families.  Family follow-up visits must be a minimum of thirty (30) minutes in 
length and must not exceed four (4) per month. 
 
Unless family considerations require more frequent follow-up visits, the 
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minimum number of family follow-up visits and classes provided by a 
community health worker will be based on the following periodic schedule:  
 
 One visit (or attempted visits) in the first two weeks after the birth of the 
index child. This is the first Family Follow Up visit and the birth 
outcome is documented on the Health Start Family Follow Up form at 
this visit. 
 
 One visit and/or prescheduled class during the month that the index 
child reaches 2, 4, 8, 12, 18, and 24 months of age. These visits are 
Family Follow Up visits and will be focused on the child. Visits 
occurring on alternating months will be focused on the needs of the 
mother providing interconception care education and other post partum 
education as needed. 
 
The rationale for the frequency and timing of the family follow-up visits 
coincides with the children's expected immunization schedule and the Ages & 
Stages Developmental Assessment at 4, 8, 12, 18 and 24 months and Social 
Emotional Assessment at 12 and 18 months.  As much as possible, the 
community health worker will schedule family follow-up visits to coincide with 
when children should have completed each scheduled immunization.  
 
Because the maximum length of time the family is followed is until the second 
birthday of the index child (see Chapter 6, Eligibility and Enrollment for other 
exception criteria), the scheduled family follow-up visit at 24 months must 
occur before the child's second birthday.  Contractors will ensure that there is 
a mechanism in place at the program site to provide for transition to 
termination of participation for families completing the Health Start Program. 
The community health nurse will schedule and provide family follow-up visits 
for a minimum of 30 minutes to enrolled postpartum women who had an 
infant that has been in the neonatal intensive care unit five (5) days or longer 
who are not being followed by the ADHS HRPP program.  The community 
health nurse will provide a minimum of one (1) but no more than three (3) 
visits per year up to the infants first (1) birthday. 
 
Services that may be provided during family follow-up visits and/or class shall 
include, but are not limited to: 
 
1. Assistance in identifying and accessing a medical home for all family 
members. 
 
2. Assistance in accessing financial assistance, if appropriate. 
 
3. Referrals and follow-up to other appropriate community resources that 
the client or other family members may need. 
 
HEALTH START POLICY AND PROCEDURE MANUAL 
CHAPTER 7 – CLIENT VISITS AND PRESCHEDULED CLASSES 
    DATE: 4/10 
 
7 - 5 
4. Basic child development education and Ages & Stages Developmental 
Assessment, Social and Emotional Assessment, parenting skills, and 
child and family safety. 
 
5. Immunization education and promotion of complete and timely 
immunizations for the entire family. 
 
6. Nutrition education and promotion of good nutritional habits for the 
entire family. 
 
7. Assistance in identifying early childhood education programs, such as 
Head Start. 
 
8. Review of postpartum and interconception care education topics, if 
indicated.  This may include review of changes after pregnancy, 
maternal high risk conditions, maternal/infant diet, breast feeding, 
emotions/feelings, exercise, parenting, safety, SID’s, social issues, and 
other related topics, based on client and family need. 
 
9. Personal support, including listening, assistance in job referral, 
assistance in development of coping and problem solving skills, etc. 
 
10. Assistance in overcoming barriers to care, especially transportation.  
 
7.4 Making Referrals to Other Services 
 
The referral network for each Health Start Program site is individualized.  The 
referral and communication pathways that link community health workers or 
community health nurses and clients to services will depend on the types of 
services that are available in the neighborhood or community, and methods 
that each Contractor has developed for accessing these services. 
 
Contractors will establish a comprehensive network of referral resources and 
instruct community health workers in how to access services.  These include, 
but are not limited to:  
 
 Financial assistance 
 Medical services 
 Behavioral health and counseling services 
 Social services 
 Educational services 
 Nutritional services 
 Early childhood education programs 
 Low cost or no cost services 
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When a Community Health Worker or Community Health Services identifies 
an appropriate referral, they may give the client the referral, help the client to 
make an appointment and/or arrange transportation to the appointment.   On 
subsequent visits, the community health worker or community health nurse 
will follow-up with the client on the outcome of the referral.  Both the referral 
(R) and the outcome of the referral (V) must be indicated on the family follow-
up forms, and filed in the client’s chart. A copy of the contractor developed 
referral form documenting that the referral was made and that follow up on 
the referral was verified, must be in the client chart. 
 
Services shall be available and accessible to Health Start clients, to the 
extent that these services exist in the community.  In circumstances where 
resources or necessary services do not exist within the neighborhood or 
community served by the Health Start program, Contractors will document the 
gap in services and attempt to establish methods to make alternative services 
available, or to obtain equivalent services in another community. If 
Contractors are unable to access or establish a relationship with an existing 
community resource, or if an existing relationship undergoes a significant 
change, the Contractor will notify the Health Start Program Manager of the 
network gap.  Contractors and Program Manager will work cooperatively to 
minimize gaps in service availability and accessibility for Health Start clients. 
 
7.5 Coordination with Other Home Visiting Programs 
 
In communities served by both Health Start, Healthy Families, Healthy Start 
or other Home Visiting programs, the community health worker may assess 
the needs of the client to determine the appropriate program and make 
referrals as needed and assist in the possible transition of the client to 
another program.  A joint visit may be made with the Healthy Families or other 
Home Visiting representative to assess eligibility. The Healthy Families 
Program is a CPS program for families with complex social issues that 
compromise the health of children. Families referred may not have any 
previous CPS referrals. 
 
If the Health Start Program Coordinator suspects a child has developmental 
delays or physical disabilities, or the child has suspicious results on the Ages 
& Stages screening despite repeat testing, the Contractor will contact Arizona 
Early Intervention Program (AzEIP) for possible referral or evaluation. 
 
Whether it is feasible to transition the client to another program or not, the 
community health worker will document contact with the other program(s) and 
all follow up.  All parties, including the client, will be included in the discussion 
of a transition to another program.  The contractor will ensure that enrolled 
Health Start clients are not receiving duplicate services by other Home 
Visiting programs at the same time while receiving services under the Health 
Start Program. 
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CHAPTER 8 
DATA COLLECTION AND REPORTING REQUIREMENTS 
 
8.1 Overview of Requirements 
 
The forms used by the Health Start program to collect data and information 
each have a special purpose.   Data contained on these forms provides the 
Health Start Program and its Contractors with information on the performance 
of the individual program sites, and on the Health Start program as a whole.  
Contractors will have procedures in place to review the completeness, 
accuracy, and integrity of the information submitted on the forms.  Information 
on the data that is required to be completed on each form as documentation 
of a billable: Negative Pregnancy Test visits, Client Enrollments, High Risk 
Nurse Home visits, Client Prenatal visits, Family Follow-up and Multiple Child 
visits, Prescheduled Classes, Enhanced Alcohol Screening visits, Enhanced 
Brief Intervention visits, Nurse Consultation, Social Work/CPC Consultation, 
Approved Community Health Worker Training. 
 
In this chapter, each form will be briefly outlined, including a description of the 
purpose of the form, whether it is mandatory or optional, due dates if any, and 
where the form should be sent or filed.  A summary of this information is 
included on the Health Start Forms Schedule (Section 8.3).  Instructions on 
completing each form are included with a sample of the actual form.  Refer to 
the glossary for definition of terms used on forms. 
 
8.2 Client Files 
 
Community health workers and community health nurses will document all 
pertinent information about client interactions in a confidential client file and 
provide client visit notes written in English.  All documentation will reflect 
professional, nonjudgmental statements of fact.  Contractors may specify 
documentation procedures to be followed by community health workers in 
preparation and organization of the client file; however, at a minimum, a 
record of all client contacts and supporting documentation forms will be 
maintained in client/family files.   
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8.3 Health Start Forms Schedule 
 
S
eq
ue
nc
e 
Frequency EVENT HEALTH START FORM PROCESSING OF FORM 
1. One time 
only 
Initial Contact with a potential client 
who may be pregnant but isn’t sure 
and requests a pregnancy test. 
Contractor explains Health Start 
Program to potential client and has 
client sign Intent to Participate 
Form. Contractor arranges for the 
administration of a pregnancy test. 
If test is negative, Contractor 
provides 
preconception/interconception care 
education to woman.  If test is 
positive, potential client is offered 
enrollment if client meets other 
eligibility criteria for Program. 
Intent to 
Participate 
Form  
 
 
Negative 
Pregnancy 
Test Visit 
 
1 copy in Client File 
1 copy to Client 
 
 
 
1 copy in Client File 
1 copy to Health Start 
Program 
2. One time 
only 
Initial Contact with a potential client 
who is pregnant and/or postpartum 
and meets eligibility criteria.  
Potential client is offered 
enrollment in Health Start Program 
and agrees to participate.  Client 
signs the Intent to Participate form 
and Community Health 
Worker/Community Health Nurse 
fills out the information on the 
Client Enrollment Form. A Child 
Information Form is filled out for all 
children up to age two for 
postpartum enrollment. 
Intent to 
Participate 
Form  
 
Client  
Enrollment 
Form 
 
 
Child 
Information 
Form 
1 copy in Client File 
1 copy to Client 
 
 
1 copy in Client File 
1 copy to Health Start 
Program 
 
 
1 copy in Client File 
1 copy to Health Start 
Program 
3. High Risk 
Nurse Home 
Visits  
(1 – 3 times 
per 
year/client 
up to age 1) 
 
Community Health Nurse conducts 
a home visit with a post-partum 
client and her high risk infant. The 
Community Health Nurse visit box 
is checked on form. 
Family Follow-
up Form  
 
1 copy  in Client File 
1 copy to Health Start 
Program 
4. Prenatal 
Visits (1-4 
visits per 
month/per 
client) 
 
Community Health Worker 
conducts a prenatal visit with client. 
Any prenatal visit that includes a 
family follow-up visit with Health 
Start enrolled child on the same 
day, will be a multiple child visit. 
Prenatal Visit 
Form 
1 copy in Client file 
1 copy to Health Start 
Program 
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5.   Family 
Follow-up 
Visits (1-4 
visits per 
month/client 
up to age 
two) 
Community Health Worker visits 
client after delivery within the first 
two weeks after the birth. A second 
Family Follow-Up Form is filled out 
if there is more than one child 
visited at the same time on the 
same day.  This is considered a 
Multiple Child Visit and the Multiple 
Child box is checked on the form. 
A Family Follow-Up Form is filled 
out for each additional child visited 
at the same time on the same day, 
up to the age of two. 
 
Family Follow-
Up Visit Form 
1 copy in client file 
1 copy to Health Start 
Program 
6. Class 
Attendance 
Record 
(each class 
completed 
with a 
minimum of 
4 clients 
lasting a 
minimum of 
one hour) 
 
Community Health Worker 
conducts a class for Health Start 
Clients. Contractor may conduct 
planned classes on educational 
topics related to maternal and child 
health throughout the contract 
year. A minimum of four clients are 
required to attend the class. 
Class 
Attendance 
Record 
1 copy in Client file 
1 copy to Health Start 
Program 
7.   Enhanced 
Alcohol 
Screening 
Visit 
 
Community Health Worker 
conducts alcohol screening of 
prenatal client at first or next visit 
after enrollment. 
Form C – 
Screening 
Questions with 
TWEAK 
1 copy in Client file 
1 copy to Health Start 
Program 
8. Enhanced 
Brief 
Intervention 
Visit 
Community Health Worker 
conducts brief intervention 
education with prenatal clients who 
have scored 2 or higher once and 
again at 36 weeks. 
Form E –  
Process 
Information 
Form 
1 copy in Client file  
1 copy to Health Start 
Program 
9. Consultation 
Services 
Health Start Program Contractor 
consultants: nurse, social worker, 
or licensed professional counselor, 
provide services.  Contractor 
provides documentation of services 
including type and description of 
services, number of hours and $ 
amount billed, and signature of 
consultant 
Contractor 
consultant 
form 
1 copy in Consultant file  
1 copy to Health Start 
Program 
10 Approved 
Community 
Health 
Worker 
Training 
 
Contractor obtains prior approval 
from Health Start Program to 
attend training.  Contractor 
provides documentation of 
attendance/completion of training. 
Certificates of 
Attendance/ 
Completion of  
Training 
Forms 
1 copy in Staff Personnel 
file  
1 copy to Health Start 
Program 
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11  Never Shake 
A Baby  
Community Health Worker 
provides Never Shake A Baby 
(NSB) education to clients after 
delivery. Commitment forms are 
signed by client. 
Commitment 
Forms 
1 copy in Client file 
1 copy to Health Start 
Program 
12  Edinburgh 
Postnatal 
Depression 
Screening 
Community Health Worker 
provides Edinburgh Postnatal 
Depression Screening 
Edinburgh 
Postnatal 
Depression 
Scale 
1 copy in Client file 
 
 
8.4 Intent to Participate Explanation 
 
The Intent to Participate form is a very important document that must be 
signed by the client before the community health worker can record any 
demographic or medical information from the client.  If the client declines 
to sign the Intent to Participate, then the community health worker cannot 
proceed with any of the Health Start Enrollment procedures. This document 
must be signed in order for the potential client to receive any services (pregnancy 
testing, referrals, enrollment).  Health Start benefits, including home visits from 
the community health worker cannot occur until this form is signed. The Intent to 
Participate form indicates the client’s desire to receive services, their 
understanding of the level of services chosen and their agreement that data 
gathered will be shared with Arizona Department of Health Services. If the client 
is a minor living with the minor's parent or guardian, home visits shall not be 
provided unless the minor's parent or guardian also signs the Intent to Participate 
for the client's enrollment into the program and to receive home visits.  The 
original signed Intent to Participate Form will be placed in the client record with a 
copy given to the client. 
 
The Intent to Participate form is available in English and Spanish (See pages 8-8 
and 8-9 at the end of this chapter).  Additional information about the Intent to 
Participate agreement process is found in Chapter 6. 
 
8.5  Client Enrollment 
 
The Client Enrollment form is intended to document basic demographic 
information about the Health Start client.  Community health workers are required 
to complete this form for all persons who enroll with the program if they meet 
eligibility criteria and elect to participate.  (See page 8-10 located at the end of 
this chapter). If the community health worker is following a client postpartum and 
the client has had twins, triplets, etc. the community health worker only needs to 
fill out one Client Enrollment Form.  Client enrollment is limited to a maximum of 
three enrollments per client.  Additional enrollments by one client must be 
approved by ADHS. 
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8.6 Prenatal Visit 
 
 Community health workers complete a Prenatal Visit Form for each prenatal visit. 
Important components of the form include documentation about educational 
topics discussed with the client, referrals made during the visit and pregnancy 
warning signs. If any pregnancy warning signs are present, the community health 
worker will advise the client (and assist if needed) to contact the client’s health 
care provider for the pregnancy urgently. This referral will be noted in the referral 
portion of the Prenatal Visit form.  (See page 8-11 located at the end of this 
chapter).  Prenatal visits are limited to four (4) visits per month and must be a 
minimum of 30 minutes per visit. 
 
8.7 Family Follow-Up Visit 
 
Community health workers or community health nurses complete Family Follow 
Up forms for each family follow-up visit beginning with the first visit after delivery.  
Important components of the form include documentation about birth outcome, 
education provided, child’s immunization status, review of "developmental 
milestones" and referrals made during the visit.  If there is more than one index 
child (multiple birth or previous index child less than two years old from program 
participation), a second Family Follow Up Visit form will be completed for second 
child’s information and visit date only and will be checked as a multiple child visit.  
Family follow-up visits are limited to four (4) per client per month for a minimum 
of 30 minutes per visit for community health workers and three (3) per year up to 
age one (1) for community health nurses. (See page 8-12 located at the end of 
this chapter). 
  
8.8 Class Attendance Record 
 
The community health worker completes a Class Attendance Record for each 
class they provide for Health Start clients.  There must be at least four (4) Health 
Start clients in attendance for the class to be submitted for reimbursement.  The 
community health worker should check all applicable topics being discussed 
during the class.  If less than four Health Start clients attend one class, the 
community health worker may combine two different Class Attendance Records 
on different dates, as long as the class topic is exactly the same for each class, 
and the total attendance is as least four Health Start clients and the classes were 
held in the same contract year.  (See page 8-16 located at the end of this 
chapter). 
 
8.9 Status Closed Record 
 
The community health worker will complete a Status Closed Record whenever a 
client ends their participation in the Health Start Program.  There are seven (7) 
identified reasons why a client would no longer be participating in the Health 
Start Program: they have Completed Family Follow-up; they were Referred to a 
Specialized Program; they Withdrew From the Program; the community health 
worker made at least three attempted visits (dates recorded on the form) with no 
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contact made with or contact received from the client; this is referred to as Lost 
To Follow-up/Moved and the community health worker can terminate the client’s 
enrollment in the program; the client Refused Family Follow-up after completing 
the prenatal portion of the program; there was a Pregnancy Loss; or the client 
transferred to another Health Start site.  (See page 8-14 located at the end of this 
chapter). 
 
8.10 Procedures for Sending Forms to Health Start Program Manager 
 
All Negative Pregnancy Test Visit forms, Enrollment forms, Prenatal Visit forms, 
Alcohol Screening and Brief Intervention forms, Family Follow Up Visit forms, 
Class Attendance Record forms, consultation documentation, training 
documentation and Status Closed Record forms will be sent to Health Start 
Program Manager with each monthly invoice and client log. Forms will be sent by 
certified mail and addressed to Health Start Program Manager. Health Start 
Program staff will enter data from these forms into the Health Start database and 
store client forms in a secure and confidential manner. Illegible or incomplete 
forms may be returned to the Contractor for clarification or completion. The 
Contractor’s Health Start Program Coordinator will employ quality review and 
control procedures to ensure that the data on the forms is accurate and 
complete.  If there are many incomplete/missing forms, the Data Preparation Unit 
may be deducted from monthly billing. Submission of billing invoices is described 
separately in Chapter 10. 
 
8.11 Procedures for Requesting Reports on Site Data and Aggregate Program Data 
 
Much of the data and information needed by Contractors to monitor program 
quality may be provided periodically to the Contractors by Health Start Program 
Manager.  Refer to Section 11.4 for a description of the current data indicators 
being collected.  Contractors may request additional management reports on 
site-specific data and aggregate program data from the Health Start Program 
Manager.    
 
8.12 Ages and Stages Developmental Assessment 
 
The Ages and Stages Developmental Assessment will be administered to all 
index children at the ages of four (4) months, eight (8) months, twelve (12) 
months, eighteen (18) months and twenty-four (24) months (if needed).  The 
community health worker can decide whether the assessment should be done at 
additional ages.  The Ages and Stages Developmental Assessment is a 
screening tool that is designed for either the parent(s) or a healthcare provider to 
complete.  The community health worker can assist with the assessment if the 
parent(s) are having difficulty with the questions and/or if the community health 
worker feels that for some reason the parent(s) is not able to appropriately assess 
their child.  Assessment records are maintained in client files at the contractor 
site.  Forms are available in English and Spanish.  The Social Emotional 
Assessment may be provided at 12 months and 18 months to all children to 
identify future difficulties. 
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For the best results, the community health worker and parent(s) will sit down and 
discuss each item as they evaluate the infant/child. The Ages and Stages 
Developmental Assessment does not have a pass/fail result. Scores in five areas 
are either “doing well” or a recommendation is made to “talk to a professional for 
possible further evaluation”. Children who have developmental results 
recommending “talk to a professional for possible further evaluation” will be 
referred to Arizona Early Intervention Program.  
 
8.13  SafeHome/ SafeChild Safety Assessment 
 
The Arizona SafeHome/SafeChild system is the outcome of a project begun in 
1995 as a community-based collaboration led by Pima County Health 
Department’s Division of Public Health Nursing. Arizona Department of Health 
Services’ Office of Women’s and Children’s Health Early Childhood Education, 
Arizona Department of Health Services Office of Prevention, and Office of Injury 
Prevention. Community health workers and Health Start Coordinators are trained 
in this safety assessment system. SafeHome/SafeChild assesses home, water, 
environmental, and automobile potential hazards.  Community health workers 
also provide in-home demonstrations on safety devices. 
 
The Arizona SafeHome/SafeChild assessment is voluntary; the law that governs 
Health Start does not mandate it. Therefore, though it is recommended that the 
community health worker do an Arizona SafeHome/SafeChild assessment in the 
home, a client can refuse. If the client does not want the assessment done in their 
home by the community health worker, the community health worker needs to 
document this in the client file.  The community health worker will then provide the 
Arizona SafeHome/SafeChild assessment information as an educational topic 
and explain to the client the importance of the assessment and instruct the client 
on how to do a self-administered assessment. The community health worker will 
document in the client file that they have done this.  Either the community health 
worker or the client should conduct the initial assessment when the child is four 
or five months of age. The assessment may be updated at any time.  Arizona 
SafeHome/SafeChild safety assessment results are maintained in the client’s file 
at the contractor site.  The community health worker can use their discretion 
whether they feel the assessment should be done prenatal as well.  A copy of the 
Arizona SafeHome/SafeChild Checklist (English and Spanish) is at the end of the 
chapter. 
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Intent to Participate in the Health Start Program 
 
 
My name is ________________________________________  
Client initials in boxes for desired type of participation 
 I am requesting a pregnancy test because I think I may be pregnant and may qualify for the Health Start Program and would like the Community Health Worker to meet with me and give me more information. I 
understand that the information recorded about me on the Health Start Enrollment form will be kept 
confidential by the Community Health Worker but will be shared with Arizona Department of Health 
Services for the purpose of understanding more about the health care needs of my community. 
 I am pregnant and would like Community Health Worker visits. My Community Health Worker will meet with me at least once a month, while I am pregnant, and then she will visit regularly until my child is 2 years 
old. She will keep a record of our visits.  I have the right to look at my record and correct any information I 
think is inaccurate.  The forms will be shared with the Arizona Department of Health Services for statistical 
purposes.  If I am involved in court proceedings in the future, a review of this record may be required. 
During these visits, my Community Health Worker will: 
 Help me get into prenatal care and help me to understand my caregiver's instructions.   
 Show me how to sign up for AHCCCS, WIC and other assistance services, if I need them.  
 Give me emotional support while I am pregnant and after I have the baby. 
 Teach me about pregnancy and having a healthy baby, and ways to keep my family, my baby and myself healthy. 
 Teach me how my children should grow and develop and refer me to early childhood education and other 
programs my children may need. 
 I have had a baby within the past two years and would like Community Health Worker visits. My Community Health Worker will meet with me regularly until my child is 2 years old. She will keep a record of our visits.  
I have the right to look at my record and correct any information I think is inaccurate.  The forms will be 
shared with the Arizona Department of Health Services for statistical purposes.  If I am involved in court 
proceedings in the future, a review of this record may be required. 
During these visits, my Community Health Worker will: 
 Help me understand any information from my baby’s health care provider.   
 Show me how to sign up for AHCCCS, WIC and other assistance services, if I need them.  
 Give me emotional support. 
 Teach me about having a healthy baby, and ways to keep my family, my baby and myself healthy. 
 Teach me how my children should grow and develop and refer me to early childhood education and other 
programs my children may need. 
 I have recently had a baby within the last month that was in the Newborn Intensive Care Unit five (5) days or longer and is not being followed by the ADHS HRPP Program and would like Community Health Nurse 
visits. 
I read the information and my Community Health Worker/Community Health Nurse answered my questions.  I have initialed 
the type of services I would like to have in the Health Start Program. 
I know that my Community Health Worker/Community Health Nurse has been trained to help me.  The CHW is not a 
licensed medical person, but can call my care giver or other people who may be able to answer my questions. 
I know that I do not have to pay any money for this service and that I can stop being in the program at any time.  The 
information I give the Community Health Worker/Community Health Nurse will not be shared with neighbors in my 
community without my permission, but may be shared with mine or my child’s health care providers. 
I will try to keep all my appointments with my health care provider and Community Health Worker/Community Health Nurse.  
I will also try to make and keep appointments for my children to get their shots (Immunizations) and keep them healthy. 
 
______________________________       __________ 
Signature      Date 
 
__________________________ is a minor and living with me in my home.  I give permission for her to enroll in 
Health Start and for the Community Health Worker/Community Health Nurse to visit her in my home. 
 
_______________________________  __________  _________________________________ 
Signature of Parent or Legal Guardian  Date   Witness    Date 
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Forma Para Participar en el Programa de Comienzo Sano  
 
 
Mi nombre es: ___________________________________ 
Iniciales de los clientes en los cuadros para determinar el tipo de participación. 
 Yo estoy solicitando una prueba de embarazo porque pienso que estoy embarazada y puedo calificar para el Programa de Comienzo Sano y me gustaría que la promotora se entrevistara conmigo y me proporcionara información. Yo entiendo 
que la información que se registra en la forma del Registro del Programa será confidencial pero será compartida con el 
Departamento de Servicios de Salud de Arizona con el propósito de entender más acerca de las necesidades de servicios 
de salud en mi comunidad. 
 Yo me encuentro embarazada y me gustaría que me visitara la Promotora  por lo menos una vez al mes, mientras me encuentre embarazada, y después me visitara regularmente hasta que mi hijo cumpla dos (2) años. Ella mantendrá un 
archivo de nuestros encuentros. Yo tengo todo el derecho de ver mi archivo y corregir información cuando yo lo  juzgue 
necesario. Las formas serán compartidas con el Departamento de Servicios de Salud de Arizona con el propósito de 
establecer estadísticas.  Si en el futuro yo estoy involucrada en un proceso legal, este archivo pudiera ser citado para 
revisión.      
Durante estas visitas, mi Promotora: 
 me ayudará a obtener cuidado prenatal y a entender las indicaciones y la información que me han proporcionado 
mis proveedores médicos 
 me ayudará a aplicar para AHCCCS, WIC, y otros servicios de ayuda, si los necesito 
 me apoyará emocionalmente mientras estoy embarazada y después del nacimiento de mi bebé 
 me enseñará acerca de lo que puedo esperar en el embarazo y de tener un bebé saludable, y como conservar mi 
salud, la de mi bebe y la de mi familia. 
 me enseñará cómo mis niños deben crecer y desarrollarse, y me recomendará programas de educación en la infancia 
y otros que mis hijos pueden necesitar.
 Yo tuve a mi hijo dentro de los últimos dos (2) años y me gustaría que me visitara la Promotora. La Promotora me visitara periódicamente hasta que mi hijo cumpla dos (2) años. Ella mantendrá un archivo acerca de la visitas. Yo tengo 
el derecho de ver mi archivo y corregir cualquier error. Las formas serán compartidas con el Departamento de Servicios 
de Salud de Arizona con el propósito de establecer estadísticas. Si en el futuro yo estoy involucrada en un proceso legal, 
este archivo pudiera ser citado para revisión. 
Durante estas visitas, mi Promotora: 
 me ayudará a entender la información médica proporcionada por los proveedores médicos de mi hijo 
 me ayudará a aplicar para AHCCCS, WIC, y otros servicios de ayuda, si los necesito 
 me brindará apoyo emocional 
 me enseñará acerca de lo que es tener un bebé saludable, y como conservar mi salud, la de mi bebe y la de mi 
familia. 
 me enseñará cómo mis niños deben crecer y desarrollarse y me recomendará programas de educación en la infancia 
y otros que mis hijos pueden necesitar.
 Yo tuve a mi bebe dentro del último mes que estuvo cinco (5) días o más en la Unidad de Terapia Intensiva de Recién Nacidos y no se le está haciendo seguimiento por el programa de HRPP (Programa Perinatal de Alto Riesgo) de ADHS 
(Servicios de Salud del Departamento de Arizona)  y me gustaría que la Enfermera Comunitaria le hiciera visitas.
Leí la información y la Promotora/Enfermera Comunitaria respondieron mis preguntas.  Yo puse mis iniciales en el tipo de 
servicios que quiero obtener en el Programa de el Comienzo Sano.  Entiendo que mi Promotora está entrenada para ayudarme. 
Ella no tiene licencia médica, pero puede llamar al médico o a otras personas que pueden contestar mis dudas o preguntas. 
Entiendo que este servicio es gratuito y que yo puedo salirme de este programa a mi conveniencia. La información que yo 
proporcione a mi Promotora/Enfermera Comunitaria no será compartida con otros en mi comunidad sin mi autorización o 
consentimiento, pero podrá ser compartida con mis proveedores  médicos o los de mi hijo.  
Trataré de cumplir con mis citas con el médico y con mi Promotora/Enfermera Comunitaria. También, trataré de hacer citas y 
cumplir con ellas para llevar mis niños a vacunarse para que se mantengan saludables. 
 
_______________________________         __________ 
Firma       Fecha 
 
________________________es menor de edad y vive conmigo en mi casa. Doy mi permiso para que se inscriba en el Programa 
de Comienzo Sano, y que la visiten en mi casa la Promotora/Enfermera Comunitaria. 
 
__________________________________   ___________   _______________________________ 
Firma del Padre o Tutor Legal    Fecha    Testigo      Fecha 
HEALTH START POLICY AND PROCEDURE MANUAL 
CHAPTER 8 – DATA COLLECTION AND REPORTING REQUIREMENTS             DATE: 4/10 
8 - 10 
 
 HEALTH START PROGRAM                       Prenatal   Postpartum   NICU  
 CLIENT ENROLLMENT FORM 
 
 
Contractor ID/Site Code:   Mother’s DOB:  
CHW/CHN Name:   
Enrollment  
Date/Type:  
Client ID (ADHS Only):  
 
Current/Prev enrolled in Health Start?  Yes   No Not Sure 
Enrollment  ID (ADHS Only):_________________________ 
       
Mother’s Last Name  Mother’s First Name  MI  Alias / Maiden/Married 
   
Residential Address  City 
 
 
 
 
 
ZIP Code  County  Telephone Number 
 
Mailing Address (if different from above) 
 
Directions to Home 
SOCIAL RISK ASSESSMENT: 
MARITAL STATUS: EDUCATION LEVEL: INCOME SOURCE(S): REFERRAL TO HEALTH START: 
 Married  College Graduate  Own full time job  CHC/CHD IHS 
 Unmarried lvg w/partner  Some College  Own part time job  CPS Medical Provider 
 Divorced/separated  Tech/Trade School  Partner, full time job 
 DES School  Never Married  HS Graduate  Partner, part time job 
LIVING SITUATION:  Attending HS  AFDC/TANF  Friend/Family Tribal 
 With Father of Child  Less than HS  Social Security  Healthy Families WIC 
 With Parents    Child Support  Hospital 
 With Grandparents   Disability  Community Based Agency  
 With Extended Family HOUSEHOLD INCOME:  Other    
 Other:   Less than $10,000  None INSURANCE TYPE: AHCCCS STATUS: 
 Living alone   $10,000 to $14,999  Parent Support  AHCCCS Enrolled 
RACE/ETHNICITY:   $15,000 to $19,999    IHS-Non AHCCCS Applied Waiting 
 African American   $20,000 to $24,999   Kids Care Denied 
 Asian/Pacific Islander   $25,000 to $29,999 
HOUSEHOLD SIZE: 
 Private Refuses to Apply 
 Hispanic or Latino   $30,000 to $39,999  None   
 Native American   $40,000 or more How many people live in your 
household? 
    
 White Non Hispanic  Don’t Know/Refuse     
 Other:          
MEDICAL PRENATAL/POST PARTUM  RISK ASSESSMENT: (Check all that apply) 
Risk Factors    Social Risk Factors 
 Preterm birth/labor Anemia Age (< 18 or > 35)  Prenatal/Postpartum depression 
 Low birth weight (< 5lbs, 8oz.) Diabetes (GDM, Type 1 -2) Alcohol use  Domestic Violence 
 High birth weight (> 10lbs) Weight (< 100lbs or obese) Tobacco Use  Lack of Social /Family Support 
 Birth defects Height ( < 5’ 0”) Cocaine/other illicit drug use  Lack of basic needs -food, shelter,  
transportation, unsafe neighborhood  Miscarriage High Blood Pressure Bacterial Vaginosis 
 Previous birth complications HIV/AIDS or STDs Urinary tract infections  No OB/GYN or PC Providers in area 
 Previous termination Prev/Current Multiple Births Vaginal hemorrhaging  Unemployed/lack of job opportunities 
 Kidney disease Birth spacing < 2 years Lack of dental care  Less than high school education 
PROGRAM STATUS: PREGNANCY STATUS: 
Eligible:   Pregnancy Test (CHW):   
 Pregnant  Pregnant and Post Partum  Positive    Date administered:_____________ 
 Post Partum    Trimester of Pregnancy   
 Transferred    1st  2nd  3rd   Post Partum 
             
Currently receiving prenatal care?  Expected Delivery Date:    Not Sure 
 Yes      No     Name of Provider:_____________  How  many weeks Pregnant is the client:  
Arizona Resource Guide given:  Father of Child:   
 Yes  No     
SCREENING CHECKLIST: 
 Alcohol Screening         ______#  Depression Screening         ______#  
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PRENATAL VISIT FORM 
HEALTH START PROGRAM 
                                        _____________________ 
                                         Contractor ID#            
                                        _____________________ 
                                         Place of Meeting 
                                        _____________________ 
                                         Length of Visit (Min.30mts) 
                     Start Time: ________End Time:______ 
 
_______________________     ___________________________ 
Visit Date             Community Health Worker/CHN  
__________________________________________________ ______________________________________ ____________ 
Mother’s Last Name First Name MI 
___________________________________________ _________     __________________________ 
Alias/Maiden/Married    DOB               Client ID/Enrollment ID (ADHS)  
________________________________________________________________________________________________________________________________________ 
 
 
INSURANCE STATUS: INCOME: SOURCES: MARITAL STATUS: AHCCCS STATUS: 
 AHCCCS (Check all that apply)  Married  Enrolled 
 IHS – Non AHCCCS  Own full time job  Unmarried living w/partner  Applied Waiting 
 Kids Care  Own part time job  Divorced/separated  Denied 
 Private  Partner, full time job  Never Married  Refuses to Apply 
 None  Partner, part time job 
   AFDC/TANF 
   Social Security 
Since the first visit when we talked  Child Support 
about drinking, have you had an  Disability 
alcoholic drink?  Other 
 Yes  No  None 
     Parent Support 
 
EDUCATIONAL TOPICS DISCUSSED: 
 Abuse/Domestic Violence  Emotions/Feelings  Healthy Weight  Safety (Car Seats) 
 Alcohol Use  Environmental Hazards  Immunizations – Client  Safety (Home) 
 Bereavement  Exercise/Physical Activity  Infant/Newborn Care  SIDS 
 Breastfeeding  Family Planning/Birth Spacing  Labor & Delivery  STDS 
 Changes After Pregnancy  Fetal Growth & Development  Maternal Diet  Tobacco/Drug Use 
 Changes During Pregnancy  Fetal High Risk Condition  Maternal High Risk Conditions  Stress Reduction 
 Chronic Disease  Fetal/Infant Nutrition/Diet  Medications/Vitamins/Folate  Women’s Health 
 Community Resources  Finances  Newborn Screening  Other ________________ 
 Dental Health  Gestational Diabetes  Parenting 
 Diabetes  Health Insurance  Prenatal Care 
   Health Start Program  Prenatal/Postpartum Depression 
 
Since the last visit have any risk factors changed? 
 Yes  No        If Yes, explain________________________________________________________________________________________ 
 
DANGER SIGNS:  Does your client have any of the following DANGER SIGNS?  * (Update only if danger signs are new or have changed) 
Yes No   Yes No Yes No 
  Back Pain   Contractions   Swelling (Face, hands, Feet) 
  Bleeding   Cramping   Vaginal Discharge 
  Blurred Vision   Fever   Other 
  Burning (Urination)   Headaches 
 
REFERRAL TO COMMUNITY RESOURCES:   
(R: Client was Referred; V: Verified that client went to referral; D: Denied – Client denied referral or was denied or did not qualify for services) 
R  V  D                             R  V  D                                          R  V  D                                            R  V  D                                       R  V  D 
 Adult Education  Child Care   Food Stamps  Nursing Care  SSA 
 AFDC/TANF  Dental Care  Genetics Services  Parenting Classes  Substance Abuse 
 AHCCCS  Employment  Health Families/CPS  Prenatal Care  Transportation 
 Bereavement  Faith-Based  Immunizations  Primary Care  Unemployment 
 Breastfeeding  Family Planning  Kids Care   Social Services/  WIC 
 Childbirth Classes  Food Bank  Mental Health   Counseling  FASD Referral 
                Agency:  ___________________ 
Does Your Client Plan to Breastfeed Her Baby?  Yes  No 
Has a Family Planning Goal Been Identified?  Yes  No 
Date of Next CHW Visit: ____________________________ 
Date of Last Medical Prenatal Visit: ____________________ 
Date of Next Medical Prenatal Visit: ____________________  
Name of Provider: _________________________________________________________________   Expected Delivery Date (EDD): ___________ 
 
Client Signature: ________________________________________ Date: _________________ 
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FAMILY FOLLOW-UP FORM 
HEALTH START PROGRAM 
                                        _____________________ 
                                         Contractor ID#            
                                        _____________________ 
                                         Place of Meeting 
                                        _____________________ 
                                         Length of Visit (Min.30mts) 
                     Start Time: ________End Time:______ 
 
_______________________    Multiple Child Visit   yes   no    CHN Visit  ___________________________ 
Visit Date             Community Health Worker/CHN  
__________________________________________________ ______________________________________ ____________ 
Mother’s Last Name First Name MI 
___________________________________________ _________     __________________________ 
Alias/Maiden/Married    DOB               Client ID/Enrollment ID (ADHS)  
________________________________________________________________________________________________________________________________________ 
If Applicable, New Address     New Phone Number 
*Update Only if Status Has Changed 
MARITAL STATUS: INSURANCE STATUS: AHCCCS STATUS: SOURCES OF INCOME: 
 Married  AHCCCS  Enrolled  Own full time job 
 Unmarried living w/partner  IHS – Non AHCCCS  Applied Waiting  Own part time job 
 Divorced/Separated  Kids Care  Denied  Partner, full time job 
 Never Married  Private  Refuses to Apply  Partner, part time job 
  None    AFDC/TANF 
QUESTIONS:      Social Security 
Did mother have a medical post-partum visit?  Yes  No    Child Support 
Has a family planning goal been identified?  Yes  No    Disability 
       Parent Support 
       Other  None 
EDUCATIONAL TOPICS DISCUSSED: 
 Abuse/Domestic Violence  Finances  Inter-conception Care  Medications/Vitamins/Folate 
 Never Shake A Baby  Health Insurance   Family Planning/Birth  Maternal High Risk Conditions 
 Bereavement  Health Start Program   Spacing  Newborn Screening 
 Breastfeeding  Hearing/Vision Testing   Tobacco/Drug Use  Prenatal/Post Partum Depression 
 Changes After Pregnancy  Immunizations – Child    Alcohol Use  Parenting 
 Chronic Disease  Infant/Child Health & Development   Maternal Diet  Paternity Establishment 
 Community Resources  Infant/Child High Risk Conditions   Healthy Weight  Safety – Car Seats 
 Dental Health – Child   Infant/Child Nutrition/ Diet   Dental Health – Client   Safety – Home  
 Diabetes  Infant/Newborn Care   Exercise/Physical  SIDS 
 Early Childhood Education     Activity  STDs 
 Emotions/Feelings      Stress Reduction  Transportation 
      Reproduction Life Plan  Women’s Health 
      Mental Health  Other ___________________ 
REFERRAL TO COMMUNITY RESOURCES:   
(R: Client was Referred; V: Verified that client went to referral; D: Denied – Client denied referral or was denied or did not qualify for services) 
R  V  D                                  R  V  D                                          R  V  D                                                 R  V  D                                     R  V  D 
 Adult Education  Dental   Food Stamps  Nursing Care  SSA 
 AFDC/TANF  Early Childhood Educ  Genetics Services  Parenting Classes  Substance Abuse 
 AHCCCS  Employment  Healthy Families/CPS  Prenatal Care  Transportation 
 AZEIP  Faith-Based  Immunizations  Primary Care  Unemployment 
 Bereavement  Family Planning  Kids Care  Social Services/  WIC 
 Child Care  Food Bank  Mental Health   Counseling 
 
Safe Home/Safe Child Assessment:    Assessment completed (4-6 months)  Assessment Updated:  No Update 
 
PREGNANCY OUTCOME:  Live Birth  Still Born  Miscarriage Problems in Delivery: _________________________ 
Child ID/Enrollment ID (ADHS Only): _________________________ 
BABY’S NAME______________________________________________________ BABY’S DOB: __________________ SEX:    M  F 
 
BIRTH HOSPITAL: __________________________________________________ BIRTH WEIGHT: (lbs., oz.): ___________________________ 
 
CHILD’S BIRTH CERTIFICATE #: ____________________________________ Client Satisfaction Survey after delivery:   Yes  No  
 
QUESTIONS:  Ages & Stages Assessment 
Is the Mother breastfeeding?  Yes  No Child’s Age (months)    4 M    8 M    12 M     18 M    24M 
Is this the 2-year visit?  Yes  No Other ___________________________________ 
Has the baby been hospitalized since the last visit?  Yes  No  Normal    Suspicious    Referred 
Has the child had well child checks?  Yes  No 
Are immunizations up to date?  Yes  No Date of next well child check up: __________________________________ 
  unknown 
 
Client Satisfaction Survey Provided (after baby is born/after closing):   Yes  No 
INSURANCE TYPE (BABY):  AHCCCS   IHS – Non AHCCCS   Kids Care  Private  None 
 
CHILD’S DATE OF DEATH: _______________________________  MOTHER’S DATE OF DEATH: ________________________________ 
 
Client Signature: ________________________________________ Date: _________________ 
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HEALTH START PROGRAM 
NEGATIVE PREGNANCY TEST VISIT FORM* 
 
 
 
Contractor 
ID/Site Code: __________________________________ Place of Visit: _____________________________________________ 
 
Length of 
Visit: ____________________ Start Time: ____________ End Time:  _____________ Visit Date: ___________________ 
 
 
Community Previously enrolled 
Health Worker: ______________________________________ in Health Start  Yes  No  Not Sure 
 
 
_____________________________________________ __________________________ _______ ____________________ 
Woman’s Last Name First Name   MI  Alias 
 
_____________________ __________________ Ethnicity: 
DOB AGE  African American 
  Asian/ Pacific 
  Hispanic or Latino 
  Native American 
  White Non Hispanic 
  Other 
 
Results of Pregnancy Test: __________________________________________ _____________________________________ 
 
 Positive (if Positive, offer Enrollment in Health Start) 
 
 Negative* (if Negative, provide education and referrals) 
• Only Negative Pregnancy Test Visits to non-enrolled Health Start Clients are billable;  
no more than two pregnancy tests per woman per contract year 
 
 
Preconception / Interconception Topics Discussed: 
 
 Preconception / Interconception Care Topics 
o Family Planning/ Birth Spacing 
o Tobacco/ Drug Use 
o Alcohol Use 
o Maternal Diet 
o Healthy Weight 
o Dental Health – Client 
o Exercise/Physical Activity 
o Stress Reduction 
Reproduction Life Plan 
Mental Health 
o Other Women’s Health 
 
Referrals Made To: 
 
_______________________________  __________________________________  ________________________________ 
 
_______________________________  __________________________________  ________________________________ 
 
_______________________________  __________________________________  ________________________________ 
 
_______________________________  __________________________________  ________________________________ 
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STATUS CLOSED RECORD 
HEALTH START PROGRAM 
 
 
 
 
 
Contractor Name and ID Number: __________________________________ 
 
 
Community Health Worker/ 
Community Health Nurse: ______________________________________ 
 
 
 
_______________________________________________ __________________________ _______ 
Mother’s Last Name Mother’s First Name   MI 
 
 
_______________________________________________ __________________________ 
Alias DOB 
 
 
_______________________________________________ __________________________ 
Name of Child* DOB 
 
 
 
Reason Closed: 
 Completed Family Follow-Up  Lost To Follow-up/Moved  Pregnancy Loss 
    Attempted Visit Date (3)   Still Born 
         Other Loss 
 __________________________ 
 
 __________________________ 
 
 __________________________ 
 
 
 Referred To Specialized Program 
 Withdrew from Program  Refused Family Follow-Up  Transferred Sites 
 Adoption  Death of Child  Death of Mother 
 Child Removed from Home  Mother Removed/Left Home 
 
 
Client Satisfaction Survey Provided:  
 
 Yes ________________ (date / sent)  
 
 No (please explain) ________________________________________________________________________________________ 
 
 
 
Effective Date: ______________________________________ 
                * Only list child being closed. 
 
 
 
Exit Interview Satisfaction Questions: On Next Page 
 
 
 Health Start Site: ______________ 
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Health Start Client Satisfaction Survey (example) 
 
PLEASE MARK YOUR ANSWERS BY FILLING IN THE BUBBLES 
COMPLETELY 
In order to further improve Health Start Program, we need to know what 
you think about the services you received. 
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1. I like the services that I received as a part of the Health Start Program. { { { { { { 
2. If I had other choices, I would still get services from this agency. { { { { { { 
3. I would recommend the Health Start Program to a friend or a family 
member. { { { { { { 
4. The Staff was willing to see me as often as I felt it was necessary. { { { { { { 
5. Services were available at times that were good for me. { { { { { { 
6. I was able to get all the services I thought I needed. { { { { { { 
7. I was able to see a doctor when I wanted to. { { { { { { 
8. I felt comfortable asking questions about my health and my child’s health { { { { { { 
9. I felt free to complain. { { { { { { 
10. I was given information about my rights. { { { { { { 
11. Staff respected my wishes about who is and who is not to be given 
information about my treatment. { { { { { { 
12. Staff members were sensitive to my cultural background (race, religion, 
language, etc.)  { { { { { { 
13. I received assistance to access prenatal or postpartum services. { { { { { { 
14. I was provided with prenatal/postpartum education and information. { { { { { { 
15. I was assisted by the Staff to access financial help. { { { { { { 
16. Staff provided referrals and follow-up to other community services. { { { { { { 
17. Staff provided prenatal/postpartum education about the importance of 
early and continuous prenatal care. { { { { { { 
18. Staff educated me about the importance of nutrition, breast feeding, labor    
and delivery, family planning and health screenings { { { { { { 
Now thinking about your pregnancy, tell us if.... { { { { { { 
19. The health worker contacted you during first three months of the 
pregnancy. { { { { { { 
20. The health worker visited you at least once a month (prenatal) and once a 
month (postpartum). { { { { { { 
21. You received appropriate information on prenatal or postpartum care from 
the health worker. { { { { { { 
22. Did you deliver the baby since you enrolled in the Health Start Program?  Yes { No { 
23. I have received information about immunizations since my delivery. Yes { No { 
24. I have received information about good nutrition since my delivery. Yes { No { 
25. I have received assistance for transportation since my delivery. Yes { No { 
26. Thinking about the program... rate how useful and/or not useful are/were 
some of the services that are/were provided by Health Start Program... 
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A. Monthly prenatal visits or postpartum visits { { { { { { 
B. Prenatal/Postpartum education and information { { { { { { 
C. Referrals to other community services { { { { { { 
D. Immunizations { { { { { { 
 
  Any other comments _________________________________________________________________ 
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CLASS ATTENDANCE RECORD 
HEALTH START PROGRAM 
 
  
Contractor ID Number: _______________________________ Class Date: ______________________ 
 
Length of Class :_________( Minimum of 1 hour)    Start Time: ________   End Time: _________
 
  
Community Health Worker: ______________________________________________________________ 
 
Guest Speaker: _________________________________________________________________________ 
 
 
EDUCATIONAL TOPICS DISCUSSED: 
 Abuse/Domestic Violence 
 Alcohol Use 
 Behavioral Health 
 Birth Spacing 
 Breastfeeding 
 Bereavement 
 Changes During Pregnancy 
 Changes After Pregnancy 
 Chronic Disease Management 
 Community Resources 
 Dental Health – Client 
 Diabetes 
 Early Childhood Education 
 Exercise/Physical Activity 
 Emotions/Feelings 
 Family Planning 
 Fetal Growth & Development 
 Fetal High Risk Condition 
 Fetal/Infant Nutrition/Diet 
 Finances 
 Health Insurance 
 Health Start Program Overview 
 Healthy Weight 
 Hearing/Vision Testing 
 Infant/Child Health & Development 
 Infant/Child Nutrition/Diet 
 Immunizations 
 Infant/Child High Risk Conditions 
 Labor & Delivery 
 Maternal Diet/Nutrition 
 Maternal High Risk Conditions 
 Medications/Vitamins/Folate 
 Never Shake a Baby 
 Parenting 
 Paternity Establishment 
 Pre/Post Partum Depression 
 Safety (Car Seats) 
 Safety (Home) 
 SIDS 
 Stress Reduction 
 Tobacco/Drug Use 
 Transportation 
 Women’s Health 
 Other _____________________ 
 
 
  
Class Attendees: Health Start Clients Only*(Minimum of 4 Enrolled HSP Clients) 
 
First Name Last Name DOB  
   
________________________________ ________________________________________ _______________________
   
________________________________ ________________________________________ _______________________
   
________________________________ ________________________________________ _______________________
   
________________________________ ________________________________________ _______________________
   
________________________________ ________________________________________ _______________________
   
________________________________ ________________________________________ _______________________
   
________________________________ ________________________________________ _______________________
   
________________________________ ________________________________________ _______________________
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HEALTH START PROGRAM 
CHILD INFORMATION FORM 
 
 
 
 
 
Contractor 
ID/Site Code: ___________________________________________ Mother’s DOB: _____________________________________________ 
 
 
CHW/CHN: _____________________________________________ Enrollment Date: ___________________________________________ 
 
 NICU Infant*:  Yes  No 
 
 
 
Client ID (ADHS Only):  _________________________________ 
 
Enrollment ID (ADHS Only): _____________________________ 
 
 
 
_____________________________________________ __________________________ _______ ____________________ 
Child’s Last Name Child’s First Name   MI  Alias 
 
 
_______________________________________________ __________________________ 
Child’s DOB* Age** 
 
 
__________________________________ ______________________________  _____________________________ 
Birth Hospital Birth Weight  Birth Certificate # 
 
 
*Infants up to age one    ** Children up to age two can participate in Health Start Program 
 
Immunization Current: 
 
 Yes  No 
 
 
Child’s Primary Care Provider: ____________________________________________________________________________ 
 
 
 
INSURANCE TYPE: AHCCCS STATUS: 
 
 AHCCCS  Applied Waiting 
 HIS – Non AHCCCS  Denied 
 Kids Care  Refuses to Apply 
 Private  Enrolled 
 None 
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Arizona Department of Health Services 
Health Start Program 
Never Shake a Baby Arizona – Commitment Form 
 
You are your child’s best advocate.  We need you to prevent the shaking of your baby. 
 
Commitment Statement: 
I have learned that crying is normal for babies, and shaking baby can cause brain damage or death.  I 
will make sure that anyone who watches my child knows about the dangers of shaking. 
 
Please sign for yourself below: 
 
 
 ______________________________________________________ ___________________ 
 Mother’s Signature Date 
 
 
 ______________________________________________________ ___________________ 
 Father’s Signature Date 
 
 
 ______________________________________________________ ___________________ 
 Witness’s Signature Date 
 
 
 
 Health Start Contractor: ____________________________________________  
 (1st Post-Partum Visit: Original to ADHS; 1 copy in file, tear off bottom portion for client) 
 
 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
 
 
My Plan in case my baby cries a lot: 
 
What I can do if my baby continues to cry and I feel upset: 
 
  take my baby for a walk or a ride in the car 
  put my baby in a safe place and let him/her cry 
  relax myself by doing ____________________________________________________________ 
  other _________________________________________________________________________ 
 
Who I can call for help: 
 Name of doctor 
 Telephone Number 
 
 Name of family member 
 Telephone Number 
 
 Name of friend 
 Telephone Number 
 
 
NOTE:  This statement is not part of the medical record.  
If found, please return to NSBAZ, c/o Prevent Child Abuse Arizona, PO Box 432, Prescott, AZ  86302 
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Arizona Department of Health Services 
Health Start Program 
Nunca Sacuda Un Bebé Arizona . Forma de Compromiso 
 
Ud. es el major apoyo para su niño. 
Necesitamos que Ud. prevenga el sacudimiento de su niño. 
 
Forma de compromiso: 
Aprendí que llorando es normal para los bebes, y sacudiendo un bebé puede causar daño 
cerebral o muerte.  Me aseguraré que todos los que estén encargados de cuidar a mi hijo/a 
entiendan los peligros de sacudir a los bebes. 
 
Favor de firmar abajo : 
 
 
Firma de madre     fecha 
 
 
Firma de padre     fecha 
 
_____________________________________________________________ 
Firma de testigo     fecha 
 
 
Health Start Contractor:__________________________________________ 
(1st Postpartum Visit; Original to ADHS;1 copy in file; tear off bottom portion for client) 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -   
Lo que yo puedo hacer si mi bebé continua llorando y yo estoy enojada(o). 
  dar un paseo con bebé  (de pie o en vehículo) 
 pongo al bebe en una parte securo (como su camita) para llorar un poco solito 
  haga lo que relajarme, _____________________________ 
  otra cosa? ______________________________________  
 
El/Ella quién puedo llamar para ayuda o apoyo: 
Nombre del médico  
Teléfono 
 
Nombre de familia 
Teléfono 
 
Nombre de amigo  
Teléfono 
 
 
Note:  This statement is not part of the medical record.  If found, please return to NSBAz, c/o Prevent Child 
Abuse Arizona . PO Box 432 . Prescott, AZ 86302Rev. 3/2007 
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SAMHSA FASD Center for Excellence 
Form C 
Alcohol Brief Intervention First Visit Screening Questions with TWEAK 
The purpose of this form is to determine your eligibility to participate in the SAMHSA FASD Center for Excellence Screening and 
Brief Intervention. To protect your privacy, your name and any other individually identifying information will not be reported to 
SAMHSA. It is important to us to obtain this information to maintain and improve the quality of our services; however, your 
participation is voluntary. 
 
Client ID____________________________________ 
 
Agency Name________________________________ 
 
Date of Visit: __ __/__ __/__ __ __ __ 
              Mo     Day     Year 
 
1.  How many weeks pregnant are you today?  ________weeks 
 
Use the standard drink chart (last page) to answer Questions 2–6. (One standard drink is equal to 12 ounces of 
beer, 5 ounces of wine, or 1.5 ounces [one shot] of 80-proof spirits or liquor.)  
 
2.   During the time you were pregnant but didn’t know you were pregnant, how many alcoholic drinks  
 did you usually have at one time?  Circle your answer. 
 10 or more  9 8 7 6 5 4 3 2 1 0 
 
3.   During the time you were pregnant but didn’t know you were pregnant, how often did you drink  
 beer, wine, or other alcoholic beverage?  Check a box for your answer. 
   Every day     
   Almost every day  
   3-4 days a week    
   1-2 days a week 
   2-3 days a month   
   Once a month 
   Less than once a month  
   Never 
4.   How often did you have 4 or more drinks in 1 day in the past 30 days?  Circle your answer. 
 10 or more  9 8 7 6 5 4 3 2 1 0 
 
5.  How many drinks did you have on a typical day when you were drinking alcohol in the past 30 days?  
Circle your answer. 
 10 or more  9 8 7 6 5 4 3 2 1 0 
 
6.   During the past 30 days, on how many days did you drink one or more drinks of an alcoholic  
 beverage?  
 Write one number between 0 and 30 days as your answer: ________ days 
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This may help you estimate the number of days you drank: 
Drinking every day would be 30 days. 
Almost every day would be a number between 17 to 29 days. 
3–4 days a week would be a number between 12 to 16 days. 
1–2 days a week would be a number between 4 to 8 days. 
2–3 days a month would be either 2 or 3 days. 
Once a month would be 1 day. 
Never would be 0 days. 
 
Circle your answers to the questions below. 
 
7.   How many drinks does it take until you feel the effects of alcohol? 
 10 or more  9 8 7 6 5 4 3 2 1  0  
 
 
8.   Do close friends or relatives worry or complain about your drinking?  No Yes 
 
 
9.   Do you sometimes take a drink in the morning when you first get up?  No Yes   
 
 
10. Has a friend or family member ever told you about things  
 you said or did while you were drinking that you could not remember? No Yes   
 
 
11. Do you sometimes feel the need to cut down on your drinking?  No Yes 
          
 ______________________________ 
          TWEAK Score 
          [add Q7 –Q11] 
 
Scoring the TWEAK 
Question 7 2 or more drinks = 2 points 
 0-1 drinks = 0 points 
Question 8 “Yes” = 2 points 
 “No”  =  0 points 
Question 9-11 “Yes” = 1 point 
 “No”  =  0 points 
 
 
12.  What is your date of birth?  __ __/__ __/__ __ __ __ 
  Mo Day Year 
 
13.  Are you Hispanic or Latino?  Circle your answer Yes No 
 
14.  What is your race? (Select one or more)  
  Alaska Native      American Indian      Asian    Black or African-American     
  Native Hawaiian or other Pacific Islander  White 
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15.  What is the highest level of education you have finished, whether or not you received a degree?  
 Check one box below. 
  Never attended school  
  6th grade or less 
  7th-8th grade   
  9th-11th grade  
  12th grade/or GED 
  Equivalent of 1-2 years full-time college 
  Equivalent of more than 2 years but less than 4 years full-time college 
  Equivalent of 4 or more year’s full-time college 
 
16.  What is your marital status?  Check one box below. 
  Married       Unmarried, living with partner      Widowed      
  Divorced or separated        Never married 
 
 
Final Eligibility Check 
A1. Did client qualify for Alcohol Brief Intervention based on drinking?  
(If answer to Question #6 is 1 or more days (>0), client qualifies for brief intervention)  
   Yes  No 
A2. Did client qualify for Alcohol Brief Intervention based on TWEAK score? 
(If TWEAK score is 2 or more, client qualifies for brief intervention)  
     Yes  No 
A3. Would you like to participate in the Screening and Brief Intervention project? 
  Yes  No 
 
Screening Results 
INTERVIEWER: Check the relevant boxes below when you have completed the screening interview. 
 
          Client did not qualify for Alcohol Brief Intervention (A1 and A2 = “No”) 
  Client qualified for Alcohol Brief Intervention and agreed to participate (A1 or A2 = “Yes” and A3 =”Yes”) 
  Client qualified for Alcohol Brief Intervention and refused to participate (A1 or A2 = “Yes” and A3 = “No”)
 
 
An agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a currently valid OMB control number. 
The OMB control number for this project is 0930-xxxx. Public reporting burden for this collection of information is estimated to average 15 minutes per client per year, 
including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection 
of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to 
SAMHSA Reports Clearance Officer, 1 Choke Cherry Road, Room 7-1044, Rockville, Maryland, 20857. 
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SAMHSA FASD Center for Excellence  
Form E 
Process Information About Visits for Women that Screened Positive 
First and Subsequent Visits (Completed by Staff) 
This is a form to collect information related to your participation in the SAMHSA FASD Center for Excellence Screening and Brief Intervention. To 
protect your privacy, your name and any other individually identifying information will not be reported to SAMHSA. It is important to us to obtain 
this information to maintain and improve the quality of our services; however, your participation is voluntary. 
Client ID ______________ Staff Name________________     Agency Name: ______________ 
 
Date of visit: _ _ /_ _ /_ _ _ _  
 Mo Day Year    
1. What drinking goal did the client set for the next month? (From page 9 of Health and  Behavior 
Booklet)   
  Stop drinking    Cut down on drinking      Goal was not set 
 
2. What did the client say will be the maximum number of drinks she will consume per week in the next 
month? (From page 9 of Health and Behavior Booklet)   
 
 _______________ Maximum drinks per week in next month 
 
3.   How many minutes did it take to give the alcohol intervention? __________Minutes 
 
4.  Was the client asked to sign a HIPAA consent form that allows her record to be shared with the 
child’s pediatrician or physician? 
  Yes     No 
 
5. Did the client agree to allow her record to be shared with the child’s pediatrician or physician? 
  Yes     No 
 
6. Did the client meet criteria for referral for assistance to stop drinking alcohol? 
  Yes     No If answer is “no,” skip remaining questions.  
 
7. Was the client given an appointment for assistance to stop drinking alcohol? 
  Yes     No 
If “yes,” what type of assistance?   
  Outpatient counseling      Intensive outpatient program (IOP)     
  Partial hospitalization      Residential      Medical detox  
 
8. What is the date and time of the appointment for the assistance to stop drinking alcohol?  
  _ _ /_ _ /_ _ _ _  Time: ___________p.m. or a.m. 
 Mo Day Year 
 
9. Did client agree to attend first appointment?   Yes     No 
 
Additional Comments: ___________________________________________________ 
An agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless it displays a currently valid OMB control number. The OMB control 
number for this project is 0930-xxxx. Public reporting burden for this collection of information is estimated to average 20 minutes per client per year, including the time for reviewing 
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden 
estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to SAMHSA Reports Clearance Officer, 1 Choke Cherry Road, Room 7-1044, 
Rockville, Maryland, 20857. 
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CHAPTER 9 
COORDINATION OF SERVICES 
 
9.1 Establishing Referral and Communication Networks With Other Agencies and 
Services 
 
Contractors will monitor their community networks to ensure availability, 
accessibility, and quality of services to pregnant women, mothers, and their 
families.  Contractors will collaborate with other agencies and service providers 
to achieve a comprehensive network of available community resources and 
referrals. In circumstances where resources or necessary services do not exist 
within the neighborhood or community served by the Health Start program, 
Contractors will document the gap in services and attempt to establish methods 
to make alternative services available, or to obtain access to equivalent services 
in another community. 
 
If Contractors are unable to access or establish a relationship with an existing 
community resource, or if an existing relationship undergoes a significant change, the 
Contractor should notify Health Start Program Manager of the network gap as soon 
as the gap is identified.  Health Start Program Manager and Contractors will work 
cooperatively to minimize the effects of gaps in service availability and accessibility for 
Health Start clients. 
 
9.2 Coordination with Other Home Visiting or Case Management Programs 
 
Coordination and collaboration with programs such as Healthy Families or other 
home-visiting or case management programs is important, as there may be 
duplication in the services provided by these programs and those provided by 
Health Start.  A goal of the Health Start Program is to avoid duplication of 
services, while providing the most appropriate services to the family. 
 
The community health worker may request additional assistance in determining 
other referrals and education for clients from the Registered Nurse, Social 
Worker or Licensed Professional Counselor available through the Contractor. 
  
When a referral to another program is made, Health Start will continue to see the 
infant/family until they begin services from the other home-visiting or case 
management program. 
 
Referrals to AzEIP (Arizona Early Intervention Program) 
 
The Ages and Stages Developmental Assessment does not have a pass/fail 
result. Scores in five areas are either “doing well” or a recommendation is made 
to “talk to a professional for possible further evaluation”. Children who have 
developmental results recommending, “talk to a professional for possible further 
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evaluation” will be referred to Arizona Early Intervention Program (AzEIP). If the 
outcome of the assessment is unclear, it may be repeated within a month. If still 
unclear or recommending “talk to a professional for possible further evaluation”, 
the community health worker will refer to AzEIP.  A joint visit of representatives 
from AzEIP and Health Start may help to establish if the infant/child is 
appropriate for an AzEIP referral, and to provide contiguity of care for the family. 
 
9.3  Reporting of Immunizations 
 
Community health workers will assess at each visit and record on the Family 
Follow Up Visit form if immunizations are appropriate for age for all children 
enrolled from birth through age 2.  The community health worker will also 
educate clients on the importance of immunizations for the whole family.  
Contractors will direct community health workers to all available immunization 
resources, including AHCCCS health plans, county health departments, Arizona 
Department of Health Services, or community school districts. Whenever 
possible, community health workers will use immunization records provided by 
the client to establish evidence of immunization. A checklist for babies and 
pregnant women may be provided by ADHS for use by contractors. Client 
interview may serve as evidence of immunity only when written evidence cannot 
be obtained. 
 
9.4  Access to Client Records and Information 
 
Information contained in the client's file record is confidential.  Clients may view 
their files at any time, and have the right to correct any information included in 
the records that they state is inaccurate. The Intent to Participate Form, signed 
by the client prior to enrollment in the program, indicates that a client file will be 
maintained by the contractor, information will be shared with Arizona Department 
of Health Services and the client file may be available for use in court 
proceedings (subject to subpoena). 
 
The Contractor is responsible for storing client records in a safe, secure locked 
location at the contractor site, for maintaining the client's case file record in a 
confidential manner, and for ensuring that information contained in the records is 
released only to authorized parties.  It is recommended that client records not be 
transported out of the contractor site.  If transported, they must be kept in a 
locked file. 
 
Representatives of the Health Start Program and Office of the Auditor General 
may have access to client records in order to conduct necessary evaluations or 
programmatic review.  The client's file is available to other governmental 
agencies, including other programs within Arizona Department of Health Services 
only with specific permission by the client for the release of information in the 
client file. 
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CHAPTER 10 
HEALTH START BILLING PROCESS 
 
10.1 Contractor Billing Number 
 
Each Contractor has a unique Contract Number.  This Contract Number must be 
included in all Contractor invoices and correspondence to ADHS. 
 
 10.2 Invoice Format 
 
Contractor invoices may be submitted on the Contractor’s letterhead stationery, 
but must conform to the general specifications shown on the sample invoice 
located at the end of this chapter. 
 
10.3 Invoice Submission Requirements 
 
Within 15 days after the end of the service month, the Contractor shall submit a 
the billing invoice, a log of all clients who received billable services during the 
service month and the appropriate program forms to support each deliverable. 
The invoice must meet the specifications of the sample invoice at the end of this 
chapter.  Any no charges (NC) must be marked on the client log before 
submitting to ADHS. The invoice must have an original signature of the 
contractor’s signature authority. 
 
 Health Start Program Manager 
 Arizona Department of Health Services 
 Office of Women’s and Children’s Health 
 150 North 18th Avenue, Suite 320 
 Phoenix, Arizona 85007 
 
The contractor shall submit a detailed log of client visits, classes, screening forms and 
staff certificates of attendance for non-Health Start sponsored trainings being billed.  An 
example of a log is provided by ADHS at the end of this chapter. 
 
10.4  Program Coordinator Role in Invoice Review 
 
The Contractor’s Program Coordinator is responsible for reviewing the accuracy 
and completeness of the monthly log of clients, the billing invoice submitted for 
payment, and the completeness and accuracy of the program forms 
accompanying the invoice and log.  The Contractor should employ quality control 
and review procedures to ensure accuracy and integrity of all paperwork 
submitted to the Health Start Program Manager.  
 
10.5 Units of Reimbursement 
Health Start reimbursement provisions and methods are specified in each 
Contractor’s written contract agreement with ADHS.  Reimbursement for Health 
Start services and other program expenditures is made in accordance with these 
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contract specifications, and approved by the ADHS Health Start Program 
Manager. Face-to-face encounters are required for the service to be billed. 
 
The Contractor has Several Service Units for Reimbursement: 
 
Data Preparation 
 
The Contractor will be paid a fixed monthly data preparation fee to compile, 
reconcile, review and correct the program forms that accompany the client log 
and invoice.  The BWCH Assessment and Data Quality Assurance Coordinator 
will match each program form to the client log and will contact the Program 
Coordinator if the forms are missing any data.  The data preparation fee may be 
deducted from the invoices by ADHS if contractor forms submitted are not 
complete and accurate. 
 
Negative Pregnancy Test 
 
The Contractor will be reimbursed for each initial contact with a potential enrollee 
who is provided a pregnancy test and that test is negative. Contractor will provide 
a minimum of 30 minutes of preconception/interconception health education.  
These encounter forms must accompany the client log and the billing invoice for 
the month of service.  Only negative pregnancy test visits to non-enrolled Health 
Start clients are billable. No more than two (2) pregnancy tests per woman per 
contract year can be provided. 
 
Client Enrollment 
 
The Contractor will be reimbursed for each client enrolled with the Program.  
These enrollments are documented on the Client Enrollment form.  The 
Contractor shall submit a client log, billing invoice and the HS enrollment form for 
each client billed to ADHS for the month of service.  Enrollments should be 
submitted for those clients who have enrolled in the program. 
 
High Risk Nurse Home Visit 
 
The Contractor will be reimbursed for each face to face home visit between the 
Community Health Nurse and each enrolled postpartum client that has had an 
infant who has been in the neonatal intensive care unit (NICU) for five (5) days or 
longer and is not being followed by ADHS HRPP program. These visits involve 
an extensive exchange of information, assistance, education, advocacy and are 
documented on the Family Follow-up Form.  These encounter forms must 
accompany the client log and billing invoice for the month of service. 
 
Client Visit 
 
The Contractor will be reimbursed for each face-to-face visit between the 
community health worker and each enrolled client during the Prenatal or Family 
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Follow-up periods.  These visits involve an extensive exchange of information, 
assistance, education, advocacy, and are documented on the appropriate Health 
Start encounter forms.  All client visit forms must be signed and dated by the 
client in blue ink at the bottom of the form. These encounter forms must 
accompany the client log and the billing invoice for the month of service.   
 
Multiple-Child Visit 
 
The Contractor will be reimbursed for each face-to-face visit between the 
community health worker and each enrolled client during the Family Follow-up 
period or during prenatal period if there is an enrolled Health Start child under 
age two (2). This visit is for a woman enrolled in the program where there is more 
than one index child (multiple birth or previous index child less than two years old 
from program participation). These visits involve an extensive exchange of 
information, assistance, education, advocacy, and documented on a Family 
Follow-up form. These encounter forms must accompany the client log and the 
billing invoice for the month of service. 
 
Enhanced Alcohol Screening Visits 
 
The Contractor will be reimbursed for each face to face enhanced alcohol 
screening of pregnant enrolled clients.  The Alcohol Screening Form must be 
filled out and submitted for each client screened.  These screening forms must 
accompany the client log and the billing invoice for the month of service. 
 
Enhanced Brief Intervention Visits 
 
The Contractor will be reimbursed for each face to face enhanced Brief 
Intervention visit provided to enrolled pregnant clients who have scored 2 or 
higher on the alcohol screening tool.  The Process Information About Visits For 
Women That Screened Positive form must be filled out and submitted for each 
pregnant enrolled client provided the Brief Intervention education. These forms 
must accompany the client log and the billing invoice for the month of service. 
 
Nurse Consultation 
 
The Contractor will be reimbursed for a minimum of four (4) hours per month for 
consultation provided by a Registered Nurse (R.N.). Consultation can be 
advisement to contractor and/or Health Start Program staff regarding health 
education and other complex client referral issues.  The nurse may provide 
contractor staff orientation, training, and may participate in case review 
conferencing and staffing. Documentation of services provided including number 
of hours, dates and cost per hour signed by consultant must be submitted with 
the billing invoice for the month of service. 
 
Social Work/LPC Consultation 
 
The Contractor will be reimbursed for a minimum of four (4) hours per month of 
consultation provided by a Social Worker (Certified Independent Social Worker, 
HEALTH START POLICY AND PROCEDURE MANUAL 
CHAPTER 10 – HEALTH START BILLING PROCESS 
    DATE: 4/10 
10 - 4 
Licensed Independent or Licensed Master Social Worker) or provided by a 
Licensed Professional Counselor (LPC).  Consultation can be advisement to 
contractor and/or Health Start staff regarding health education or other complex 
client referral issues.  The consultant may provide contractor staff orientation, 
training and may participate in case review conferencing and staffing.  
Documentation of services provided including number of hours, dates and cost 
per hour signed by consultant must be submitted with the billing invoice for the 
month of service. 
 
Group Classes 
 
The Contractor will be reimbursed for each class with four or more enrolled 
clients in the prenatal and family follow-up period.  The Class Attendance Record 
containing the date of the class, the name of the guest speaker providing the 
education, the names of class attendees and the topics discussed during the 
class are submitted with the client log and invoice for the month of service.  
Classes must be one (1) hour in length and should cover one (1) or more related 
topics.  It is recommended that clients sign the enrollment sheet and contractor 
provide a typed sheet of Health Start client names that attended.  
 
Required Training 
 
This is approved required training for the Health Start staff (e.g. community 
health workers, coordinators, RN’s, social workers, and counselors).  This 
training shall be pre-approved by the Health Start Program Manager, and will 
better enable them to do their jobs.  This does not include contractor new 
employee orientation, Health Start required training of community health workers 
or community health nurses, or training provided onsite by subcontracted 
consultants. The reimbursement will be per day/per person and is expected to 
cover any registration costs and travel expenses.  Certificates of attendance/ 
completion of training must be submitted with billing invoice. 
 
10.6 Approval Process 
 
Upon submission of the invoice, client listing of encounters, and the 
accompanying program forms, the information will be reviewed for correctness 
and completeness.  If the client forms can be reconciled with the client log and 
invoice, the items are approved for payment.  Should there be a discrepancy 
between the invoice, client log and/or the program forms submitted, the HS 
Program Manager and/or HS Data Quality Coordinator will contact the HS 
Program Coordinator to determine if any concerns can be rectified in a timely 
manner.  In those cases where the concerns cannot be immediately addressed, 
the HS Program Manager will amend the invoice as needed and communicate 
any changes to the Contractor, if requested. Once the ADHS Program Manager 
has approved the invoices for payment, the invoice is processed per ADHS 
policy and procedures.   
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CHAPTER 11 
QUALITY MANAGEMENT AND IMPROVEMENT 
 
11.1 Overview of Quality Management and Quality Improvement Requirements 
 
The ADHS Health Start Program recognizes the need to support the 
development of effective quality assessment and improvement initiatives into its 
program.  Contractors must develop a systematic process for continuous 
monitoring of the quality and appropriateness of client services, as well as 
looking for ways to improve the development and ongoing implementation of the 
program.   
 
This section describes requirements and general guidelines for Health Start 
Contractors to utilize in monitoring, evaluating, and improving the quality of 
services to pregnant women, infants, and children. Results of quality monitoring 
activities will be reported on the quarterly reports.   
 
11.2 Resolving Client Problems 
 
The Contractor is required to develop and implement a process for timely 
addressing and resolving client problems.  Health Start clients may have 
concerns regarding a variety of issues.  These issues may include, but are not 
limited to: 
 
 A problem or conflict with their assigned community health worker or 
community health nurse. 
 
 Concerns about the timing, frequency, or content of community health 
worker or community health nurse visits. 
 
 Questions about the availability or accessibility of certain types of 
Health Start services. 
 
 Disagreement with an administrative decision made about their 
enrollment in the Health Start Program. 
 
Important information about ongoing client satisfaction can assist the Contractor 
with appropriately monitoring the community health worker's performance.  
Although the issues mentioned above are only examples, they highlight the types 
of input that can be valuable for the Contractor to have in order to improve the 
efficiency, effectiveness, and quality of its operations and services.   
 
The Contractor should also develop a mechanism to track client problems and 
issues and to incorporate findings and feedback about client problems and 
issues into a plan for improving Contractor services.  The Contractor shall 
cooperate with ADHS in the resolution of client problems brought to ADHS's 
attention.   
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11.3 Client Satisfaction Surveys 
 
Client satisfaction surveys are an important tool in assessing the quality of 
services provided by community health workers.  They are also an important 
evaluation tool for use by the Contractor in determining potential areas for 
improvement of program services.  Contractors will design a client satisfaction 
survey for enrolled clients in their Program Site. ADHS staff is available to 
provide technical assistance with the development of potential questions for the 
client satisfaction surveys.  An example of a survey is provided in Chapter 8. 
 
At a minimum, client satisfaction surveys are provided to enrolled clients after the 
prenatal period, and after two years of family follow-up services.   
 
The Contractor will develop written procedures to assess client satisfaction with 
Health Start Services that will include: 
 
1. Design a client satisfaction survey for enrolled clients that is specific to 
Health Start. 
2. The CHWs will provide the survey to prenatal clients at the next monthly 
visit after the birth of their child (the prenatal period) and after two years of 
family follow-up services. 
3. There will be a signature blank for the client to sign and date the form.  
The client survey form needs to have an identifier that will link the form to 
the CHW. 
4. The survey is filled out by the client at the visit and put in a sealed 
envelope by the client.  The envelopes can be addressed, stamped, and 
be mailed to Health Start Coordinator by the client or the CHW will collect 
the envelopes from clients.  The CHW will turn the surveys in to the Health 
Start Coordinator on a monthly basis to review and keep on file for each 
CHW to use for performance reviews and for Health Start site visits. This 
process may be changed in the future to have surveys mailed to ADHS for 
review and assessment. 
 
11.4 Management Reports  
 
The ADHS Health Start Program collects data from each Program Site.  This 
data consists of information included on Client Enrollment forms, Prenatal Visit 
forms and Family Follow-up Visit forms and may include other forms. ADHS may 
provide management reports for use by each Program Site.  Contractors may 
periodically receive these reports from the ADHS Health Start Program.  These 
reports include site specific and summary information, and are intended to 
provide the Contractors and ADHS with pertinent information to manage and 
monitor the program's effectiveness.  Contractors are required to continuously 
monitor the following indicators: 
 
1. Trimester of entry into the program 
 
2. Case load of each community health worker 
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3. Average number of home visits per client during the prenatal period 
 
4. Outcomes of referrals  
 
5. Number of clients lost to follow-up 
 
6.  Number of women declining enrollment into the program.  
 
7. Training provided to community health workers 
 
In addition, indicators which ADHS may monitor include, but are not limited to: 
 
1. Trimester of entry into prenatal care 
 
2. Case load of each Contractor (by community health worker) 
 
3. Average number of visits (in each category) per client during the prenatal 
period 
 
4. Outcomes of referrals (once standard outcome categories have been 
determined) 
 
5. Number and percentage of clients delivering infants in standard weight 
ranges 
 
6. Medical home status of children through age 2 in the client family  
 
7. Immunization status of children through age 2 in the client family 
 
8. Demographic characteristics of the client population 
9. Educational topics discussed with clients 
10. Services a client is receiving or to which she has been referred 
11. Qualifying risk criteria for each client 
 
ADHS will work with Contractors in developing any additional standard or special 
reports that may be helpful in assessing the quality and effectiveness of Health 
Start Services.  It is expected that Contractors will utilize this information in their 
continuous monitoring and improvement processes. 
 
11.5 Quality Management and Improvement 
 
The ADHS Bureau of Women’s and Children’s Health recognizes the need to 
support the development of effective quality assessment and improvement 
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initiatives into its programs.  Contractors must develop a systematic process for 
continuous monitoring of the quality of client services.  This section provides 
guidelines for the development and/or ongoing implementation of a continuous 
quality management and improvement program.  Described below are the 
components of the quality improvement process.  (See pages 11-6 through 11-8 
for the format of a three-part Quality Improvement Plan). 
 
The Selected Indicator 
 
The indicator is a measurable variable that is looked at to determine how well the 
organization is doing on an aspect of service provision.  Each indicator has its 
own performance or effectiveness goal and has the potential to impact 
operational processes and the quality of service provision.  In recognition of the 
fact that both state-wide trends and local concerns must be addressed by the 
ongoing quality improvement process, the BWCH will identify at least one 
indicator per contract year that must be included in program quality management 
and improvement activities.  At least two (2) indicators will be selected by the 
contractor conducting the quality improvement activities and will reflect local 
concerns.  
 
 
The Goal 
 
Performance or effectiveness goals may be selected.  Performance goals identify 
the organization’s target for the result of a process or system.  Performance 
goals measure the compliance of the organization or its providers in relation to its 
processes or systems.  Effectiveness goals, on the other hand, measure a 
change in client performance or client satisfaction as a result of the performance 
of the organization or its employees.  Performance goals may be drawn from a 
variety of sources including various regulations and standards governing 
organizational policy and procedures or contractual requirements.   
 
ADHS Health Start performance measures are listed below. 
 
• 95% of Health Start Program participants will receive prenatal care in their 
first trimester and at least five (5) doctor visits during their pregnancies. 
• Refer 100% of women who enroll in Health Start while pregnant who are 
not already receiving prenatal care to a prenatal care provider within one 
(1) month of their first home visit. 
• 90% of participating children up to age two (2) will be properly immunized. 
• 85% of Health Start Program participants will receive individual or group 
classes discussing the importance of good nutritional habits. 
• 85% of children whose mothers participate in Health Start will receive: 
o At least one (1) Ages and Stages developmental assessment by 
seven (7) months of age 
o At least two (2) Ages and Stages developmental assessments by 
twelve (12) months of age. 
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• 85% of Health Start Program participants will receive individual education 
or group classes on the importance of preventive health care. 
• 85% of Health Start Program post partum enrolled participants will receive 
education on the importance of hearing and vision tests. 
 
Quality Improvement Plan Level 
 
The threshold or acceptable performance or outcome level. 
 
Data Source 
 
The identified source for data specific to the indicator.  Common data sources 
would be client files, client satisfaction surveys or routine management reports.  
In most cases, fairly simple methods can be devised on order to collect the data 
needed.  Cost effectiveness (cost of collecting the data a certain way versus the 
value to your quality assessment and improvement program) and validity of data 
collected are important considerations.  Consider data sources you may already 
have in place, developing new ones only where needed.  It is not necessary to 
collect a statistically valid sample, however, a sample size must be developed 
that can be reasonably used to monitor trends.  If the base population from which 
the sample is taken is reasonably large, a 1% sample is usually adequate.  Care 
consideration should be given to who collects the data.  In general, clerical staff 
can collect information from client files, more cost effectively than professional 
staff. 
 
Responsibility 
 
The person responsible to be in charge of documenting the plan, collecting the 
data, reporting results, developing strategies and results.  Results of each 
contractor’s performance related to quality improvement indicators are to be 
reported on the quarterly reports and available for scheduled formal site visits. 
 
11.6    Quarterly Report 
 
The Quarterly Report serves as a means to document Contractor progress and 
concerns.  The report identifies those areas requiring follow up by the ADHS 
Program Manager such as enrollment of low birth weight babies in the Newborn 
Intensive Care Program and is a formal communication process from the 
Contractor to the Program regarding improvements made in the social 
determinants of health, local barriers, successes and quality improvement 
activities.  The Quarterly Report is due to the ADHS Program Manager 30 days 
after the end of each quarter.  A sample Quarterly Report with all the required 
sections is at the end of the chapter (page 11-8/9). 
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11.7 Quarterly Client File Quality Assurance Form   
 
The Quarterly Client File Quality Assurance form serves as a means to document 
that client files are being checked for completeness of file entries.  Client File 
Quality Assurance is done when ten (10) charts are randomly chosen and 
reviewed each quarter to assure that all required Health Start forms (Intent to 
Participate and Enrollment) are in the client file, all client visit forms are 
accurately completed and referrals and follow-up are documented with a 
contractor referral form.  A copy of the form is at the end of the chapter (page 11-
9/10) 
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QUALITY IMPROVEMENT PLAN 
 
 
Part I     Quality Improvement Plan (2010-2011):  Indicator Selected by BWCH 
 
Name of Organization:                                          Date: 07/01/10 
 
 
Program: Health Start                                   Responsible Person: Individual Contractors 
 
 
Description: It is critical that all Health Start forms are accurately and completely filled out prior 
to submission to ADHS. 
 
 
Goal:  All Health Start forms will be accurately completed prior to being submitted to ADHS for 
payment.  
 
 
Indicator: The number of times ADHS contacts the contractor to obtain missing or incomplete 
information or submitted on forms.  
 
QIP Level: 100%               Indicator Score:         Data Source:  ADHS report 
 
 
Recommendations for QIP resolution: 
 
 
Target date for Resolution: Signature: 
 
****************************************************************************************************** 
Resolution 
 
DO YOU WANT TO UPDATE DATES SHOWN ABOVE AND BELOW?? 
 
Review Date: 6/30/11   Indicator Score:  Signature: 
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Part II     Quality Improvement Plan (2010-2011):   
 Indicator(s) Selected by Contractor  (provide 2) 
 
 
Name of Organization:     Date:  
 
 
Program: Health Start                                  Responsible Person:  
 
 
Description:  
 
 
Goal:    
 
 
QIP Level:                                                 Indicator Score:          Data Source:   
 
 
Recommendations for QIP resolution:                              
 
 
Target date for Resolution:                    Signature: 
 
****************************************************************************************************** 
Resolution 
 
 
 
Review Date:  Indicator Score:  Signature 
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Contractor: _________________________                                                               
Submitted by:_______________________                               
__September 
__December 
__March                                                                                                                       
__June 
   (Due within 30 days after Quarter) 
                                                                                                                       
HEALTH START QUARTERLY REPORT 
 
 
1. List all Babies born with weight under 3 pounds 5 ounces (LBW) and any babies born 
who spent 5 days or longer in the Neonatal Intensive Care Unit: 
             (Name of mother, Mother’s DOB, Baby’s name, Baby’s DOB and CHW/CHN) 
   
 
 
2. Consultation services and hours provided each month for 3 months. 
             (Example:  Mary Jones RN   Case Management 6 hours        May 2010 
                                                                     Prenatal In-service 2 hours         May 2010 
 
 
            Social Worker/LPC services and hours provided each month for 3 months. 
 
 
 
3. List all training, in-services or certifications completed by staff. 
(Example: Maria Lopez CHW – Breastfeeding Counselor Certification, 5/1/2010) 
 
 
4. Describe any improvements or changes made in social determinants of health in Contractor 
service area and among clients served: 
Social Determinants: 
Access to Healthy Food: (example: List new Farmers Markets in area; list number of client 
referrals to WIC) 
Access to Primary Care/Obstetrical/Gynecological Services: (example: list any new primary 
care/ob/gyn providers in service area accepting clients; list the number of clients who did not have a 
primary care/ob/gyn provider at enrollment and were referred to a provider and now have a medical 
home) 
Access to Job Opportunities: (example: list any new employers in service area; list the number of 
clients that were provided assistance in seeking employment or referred to job services) 
Access to Safe Environment: (example: list any new safe areas to exercise or children’s 
playgrounds in service area; list the number of Safe Home/Safe Child assessments provided by 
client/date; list any classes provided on injury prevention) 
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Access to Education: (List any new educational facilities/opportunities in the service area; list any 
activities with clients that promote literacy such as providing donated books to client’s children to 
encourage reading) 
 
5. Barriers to providing service. 
Describe in detail Contractor outreach activities during the 3 months.   
Describe any barriers to enrollment of new clients.  
Describe any barriers to providing screening and assessments to current clients. 
List the number of new prenatal clients and new post-partum clients enrolled during the 3 months. 
List the current client caseload by type of client for each Community Health Worker. 
List the current client caseload of postpartum high risk clients for each Community Health Nurse 
 
6. The Preconception/Interconception education provided. 
List the number of Negative Pregnancy Test visits and the education topic(s) provided. 
List the interconception education provided to postpartum clients by topic and by number of times 
provided. 
 
7. Progress made in achieving quality improvement indicators. 
Provide updates to the Quality Improvement Plan (QIP) and calculate the quarterly QIP for each 
indicator. (1 ADHS indicator, 2 Contractor Indicators) 
 
 
8.    New funding awards received providing the same or similar services. 
List any new funding received for the same or similar services; provide source and amount of 
award and executive summary. 
List any new subcontracts executed for any consultant services or other services under Health 
Start. 
 
9.    List any Change in Personnel services. 
List the names, positions and FTE level of any new staff and the date hired during the 3 months. 
List any change in % time that has occurred with existing staff under Health Start; provide revised 
itemized budget. 
List any new/revised subcontracts for consultant services or any other services under Health 
Start and provide a copy of subcontract. 
 
• The fourth quarter report shall contain the above information as well as the following: 
o A description of the Contractor’s prior year’s summary of activities 
o Next year’s projected number of prenatal and postpartum clients to be enrolled 
o Current and projected caseload of each CHW/CHN 
o Projected number and type of FTE’s for program 
o Projected number of visits by type to be provided 
o Number of classes to be provided by topic 
o The plan to address any quality improvement indicators 
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QUARTERLY CLIENT FILE QUALITY ASSURANCE FORM 
 
Client File Quality Assurance is done when ten (10) charts are randomly chosen 
and reviewed each quarter to assure that all required Health Start forms (Intent to 
Participate and Enrollment) are in the client file, that all client visit forms are 
accurately completed and referrals and follow-up are documented. 
 
Visit Date Type of Visit Quarterly Check 
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CHAPTER 12  
PROGRAM MONITORING AND EVALUATION 
 
12.1 Overview of ADHS Monitoring and Evaluation Activities 
 
This Chapter provides information about a variety of ADHS's program monitoring 
and evaluation activities.  As mentioned in Section 1.5, ADHS and its Contractors 
will work together in partnership for many of the aspects of Health Start program 
development and implementation.  Although ADHS acts as a partner, facilitator, 
educator, technical advisor, and payer, it also has a significant regulatory role, as 
it is the state agency accountable for all aspects of the administration and 
oversight of the program. ADHS will conduct an annual review of each Contractor 
(see Section 12.8).  
 
12.2 ADHS Program Monitoring Personnel 
 
The following ADHS personnel are responsible for various components of the  
Administration, evaluation, and oversight of the Health Start Program: 
Program Manager 
 
The Program Manager is responsible for the day-to-day operation of the 
program.  The Program Manager coordinates activities among Contractors and 
among Team members, receives and reconciles invoices, handles budget issues 
and answers questions that arise.  The Program Manager is also responsible for 
negotiating contracts, requesting contract amendments be processed by the 
ADHS Procurement Office, technical assistance, conducting site visits and 
monitoring Contractor compliance with the provisions of the contract. 
 
Data Quality Assurance Coordinator 
The Data Quality Assurance Coordinator provides the program with expertise in 
completeness and accuracy of data submitted.  This individual is called with any 
problems for possible solution or referral, processes and enters all invoices 
received, mails out all program materials, and provides other support services for 
the Program Manager. 
 
Other ADHS Staff  
 
Other ADHS staff members may be involved in administering various contract or 
payment matters. These persons will generally include: an ADHS Contract 
Manager; accounting personnel who pay the Contractor invoices which have 
been approved by the Program Manager; budget personnel who monitor the 
funds from which Contractors are paid; and other administrative services 
personnel who monitor certain types of paperwork flow and contract 
documentation requirements. 
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12.3 ADHS/Contractor Meetings 
 
  The ADHS/Contractor meetings are designed to facilitate communication and 
collaboration among ADHS and its Health Start Contractors.  Representatives 
from the ADHS Health Start Program will periodically meet with the group of 
Contractor's Program Coordinators.  The purpose of these meetings, may 
include, but is not limited to: 
 
   Development and implementation of program goals and objectives. 
 
   Exchange of information, opinions and ideas. 
 
   Discussion of program policy issues. 
 
   Training needs or in service sessions. 
 
   Networking opportunities. 
 
12.4 Review of Contractor Documentation 
 
The ADHS Health Start Program Manager and Data Quality Assurance 
Coordinator will review all routine and non-routine documentation, summaries, 
and reports submitted by the Contractor.  The documentation will be reviewed 
against relevant Health Start program requirements and standards.  The 
Program Manager may utilize this information in making assessments about 
Contractor's performance.  Information reviewed shall include, but not be limited 
to: 
 
1. Monthly invoices 
 
 2. Community health worker training materials 
 
3. Any materials to be distributed to clients    
 
 4. Outreach materials for community health workers and clients 
 
 5. Changes or modifications to program plans, outreach plans, etc. 
 
 6. Responses to ADHS requests for information 
 
 7. Responses to ADHS request for investigation of a complaint  
 
8. Written requests for technical assistance 
 
9. Health Start chart review at the contractor site.  
 
10. Quarterly reports. 
HEALTH START POLICY AND PROCEDURE MANUAL 
CHAPTER 12 – PROGRAM MONITORING AND EVALUATION 
DATE: 4/10 
 
12 - 3 
 
12.5 Technical Assistance and Training 
 
ADHS Health Start Program personnel recognize the need to work with 
Contractor staff to facilitate an effective Health Start operation, and promote 
timely problem resolution.  Although the Contractor is ultimately responsible for 
the operation of its program site, ADHS will provide technical assistance to 
individual Contractors upon request, based on ADHS program staff availability. 
ADHS will also work with Contractors to identify ongoing needs for training and 
technical assistance.  
 
12.6 Site Visits 
 
A site visit is defined as any visit to the Contractor's business location by ADHS 
Health Start Program staff or designees. ADHS may visit the Contractor' place of 
business for a variety of reasons, including, but not limited to: 
 
Contract monitoring and evaluation activities. 
 
Investigation of problems. 
 
Technical assistance. 
 
Follow-up on a previous site visit. 
 
Contractor or community health worker training. 
 
At a minimum, the ADHS Health Start Program will conduct an annual site visit of 
the Contractor's office location, to review and evaluate the Contractor's program. 
This annual site visit is called the annual review.  The process and content of the 
annual review are described in more detail in Section 12.8. 
 
Whenever possible, ADHS will work with Contractors to define goals and 
objectives for the site visit in advance of the visit. Contractors, in turn, are 
expected to cooperate fully with ADHS during the site visit. 
 
 
12.7 Annual Review (Site Visit) 
 
The ADHS Health Start Program will conduct an annual review of each 
Contractor.  The annual review process includes a comprehensive review of the 
Contractor's Health Start operations and an assessment of compliance with 
Health Start Program policies.  In addition, the annual review process will include 
a case file review of Health Start clients.  The case file review component is 
intended to obtain information on the quality of services being provided, as well 
as the quality and completeness of documentation regarding the program.  
 
HEALTH START POLICY AND PROCEDURE MANUAL 
CHAPTER 12 – PROGRAM MONITORING AND EVALUATION 
DATE: 4/10 
 
12 - 4 
 
 
These reviews are very important for both ADHS and the Contractors.  Along 
with documenting contract compliance and assessing Health Start service 
quality, results from these reviews can be used to: 
 
Evaluate the effectiveness of the Contractor’s program planning and 
outreach strategies. 
 
Identify opportunities to improve integration of Contractor 
services/operations and ADHS services. 
 
Enhance Health Start service accessibility, service delivery and case 
management systems.  
 
Improve organizational or operational efficiency of the Program. 
 
Identify ways to reduce excessive administrative costs or enhance 
revenues. 
 
Establish baselines for development of quality improvement strategies or 
corrective action plans with Contractors. 
 
Improve productivity and performance. 
 
Identify and recognize exemplary Contractor processes and outcomes.  
 
Identify potential causes for specific management, operational or financial 
problems. 
 
Document baselines for future development of performance standards. 
 
In addition to the contract compliance and case file review, Contractors may have 
a comprehensive review of the implementation of the Health Start Program and 
site operations in the first year of the annual review.  This "baseline" review 
documents the Contractor's organizational structure, administrative systems, and 
processes for planning, providing, and evaluating Health Start services.  
 
ADHS Health Start Program representatives will discuss the annual review 
process with Contractors prior to the initiation of the reviews.   Information 
Contractors receive about the annual review process may include, but is not 
necessarily limited to: 
 
Description of the ADHS Health Start Program Review Team 
 
Potential or expected dates and time frames for the review 
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Materials required for review prior to the on-site visit 
 
 
Requests for Contractor assistance in scheduling entrance or exit 
conferences, or interviews with Contractor's Administrator and staff 
 
 Requests for Contractor information, including but not limited to: 
internal policies and procedures, case files, training documents, 
management reports, job descriptions, etc. 
 
 Description of methods that may be used to collect information 
during the review (e.g., interviews, group meetings, document 
review and analysis, data collection from case files) 
 
 Description of the process that will be utilized to obtain Contractor 
input into the review findings (e.g., exit conference, review of the 
draft site visit report by the Contractor before it is finalized, etc.) 
 
 Description of estimated procedures for finalizing the report 
 
 Description of activities that might occur as a result of the site visit 
 
The Contractor can expect that a review team representing the ADHS Health Start Program 
will visit the Program site during the annual review.  ADHS will work with the Contractor, as 
much as possible, to assist in minimizing interruptions to the staff's normal workload during the 
course of the review.  See copy of Site Review Evaluation at the end of the chapter, page 12-6 
through 12-13 and the Chart Audit Review on page 12-14. 
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QUALITY PERFORMANCE GUIDELINES FOR SITE REVIEW EVALUATIONS 
 
The Health Start Guidelines for Evaluation provides a structured framework for reviewing and 
assessing the Contractor’s progress, program strengths and compliance with Health Start 
Standards.  This Guideline is to ensure that Performance Assessment and Improvement are 
an integral, dynamic, on-going program function to define quality, establish means to measure 
and assess quality, and to take corrective action to maintain and improve quality. 
 
RECOGNITION: 
1. Performance improvement builds quality into the process rather than inspecting 
for it. 
2. Performance improvement relies on teamwork rather than individual 
performance. 
3. Performance improvement examines process as the source of problems rather 
than identifying the mistakes the caregivers make. 
4. Performance Assessment and Improvement is an on-going process. 
 
HEALTH START PROGRAM GOALS: 
1. To reduce the incidence of very low birth weight babies. 
2. To increase prenatal services to pregnant women. 
3. To reduce the incidence of children affected by childhood diseases. 
4. To increase the number of children receiving age appropriate immunizations by 
two years of age. 
5. To increase awareness by educating families on the importance of good 
nutritional habits, developmental assessments, and preventive health care. 
 
GENERAL INSTRUCTIONS: 
The Review Guide is divided into six sections.  Each section represents a major category of 
the ADHS/Health Start standards.  These sections are: 
 
1. Program Administration 
2. Staff Recruitment /Credentialing 
3. Staff Education 
4. Documentation 
5. Home Visiting/Class Services 
6. Evaluation and Monitoring 
 
Each section has an identified Performance Standard for the Health Start Contractor.  These 
performance standards have been communicated to the Health Start Contractors in the “Scope 
of Work” sections of their contracts or in the ADHS/Health Start Policy Manual.  The review 
team gathers data, reviews documents and conducts interviews and inquiry of the Health Start 
Contractor to assess whether the performance standards has been met.  Prior to the start of 
the reviews, the review team will notify the contractor of the requested review, and state the 
materials requested for the review. (H-Have, R-Request from the contractor, O-Observed).  It 
is possible to use several different resources, documents or methods to gather information 
about the Health Start Contractor’s program.  These sources allow for a variety of means for 
reviewers to gather evidence to support findings and conclusions. 
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The question in each section will cue and guide the reviewers about what types of questions to 
ask the Contractor and what things to look for in reviewing documents or other types of 
descriptive data and information that supports a standard.  Each section does not contain an 
exhaustive list of questions that will “prove” compliance; nor should the questions be the only 
ones reviewers consider asking when other areas of inquiry are appropriate.  Reviewers are 
encouraged to document areas for follow-up with the Contractor during the site visit. 
 
Reviewers are encouraged to make notations or references to data collection documents in the 
“Comments” section.  This is the preferred area to summarize locations of information sources 
used, such as page numbers, document references, summaries and/or areas for follow-up at 
the site visit from the review. 
 
CRITERIA SCORING 
Evaluate the specific indicators as follows:  
 
C- Compliant          P- Partially Compliant            N- Noncompliant 
 
The Contractor is given one score for each standard, based on the findings and 
conclusions of the review team. It is important to justify and support all scores.  Areas above 
standard can be highlighted as strengths and areas of noncompliance can be documented so 
that the Health Start Contractors can prepare action plans for resolving problem areas.  
Collection of data information and descriptions of processes will help support the findings and 
conclusions and will provide ADHS/Health Start with information to identify program strengths 
and opportunities for improvement.  The scores for the Health Start Contractor are 
summarized and used as a tool in identifying areas of strength and need for the Health Start 
Contractor.  Health Start Contractor scores are examined together to identify areas of strength 
and need for all Health Start Contractors and the Health Start program as a whole.  Results of 
reviews are used by Health Start Contractors and ADHS to develop action plans for 
improvement of the Health Start program.  The review team members sign the front of each 
review to acknowledge that the scores for each area reflect their findings and conclusions. 
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ARIZONA DEPARTMENT OF HEALTH SERVICES 
HEALTH START PROGRAM 
SITE REVIEW EVALUATION 
 
Location:       
 
Date:       
Attendance:_______________________ ADHS Reviewer:       
 
 
 
 H = Have   
R = 
Request 
O = 
Observed 
Source C = Compliant 
P = Partially Compliant 
N= Non Compliant 
PROGRAM ADMINISTRATION  
 
 Comments     
1. The Contractor has a minimum of 0.25 FTE dedicated to 
the administration and oversight of the program at the 
contracted site (Program Coordinator). P&P 3.1 
 
 
O 
 
Site Visit Interview 
                                                                
C   P   N  
       
               
2. The Contractor has sufficient and adequate staff that will 
support services to implement the Health Start program for 
all contracted areas of service. P&P 3.1 
 
O 
 
Site Visit Interview 
 
C   P   N     
               
           
3. The Contractor has professional support persons 
(Registered Nurse and Certified Independent Social 
Worker or Licensed Professional Counselor), each 
available for a minimum of 4 hours of consultation services 
per month. P&P 3.1, Contract 4c 
 
 
O 
H 
 
Site Visit Interview, 
Quarterly Report 
                                                                
C    P   N     
              . 
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4. The ADHS Health Start Program Manager has 
approved any educational, training or informational 
materials prepared by the Contractor that are 
distributed to Health Start clients. P&P 3.2, Contract 
8a 
 
 
O 
H 
 
 
Site Visit Interview, 
Contractor records 
 
                                                                
C    P   N                 
 
 
5. The Contractor stores and maintains all client records, 
including files with the community health workers, in a safe, 
secure location, and destroys records (except for non-
identifiable demographic characteristics) five (5) years after 
the client's last participation in the Health Start Program. 
P&P 3.3 
 
 
O 
H 
 
Site Visit Interview, 
Client files, 
Contractor policy 
                                                                
C    P   N      
 
6. Strategies are in place to assist community health workers 
to identify and recruit at risk women into the program early 
in their pregnancies.  P&P 6.4, Contract 4d 
 
 
O 
Site Visit Interview, 
Client File Review 
            
C    P   N  
7. The Contractor has established a network of resources 
available to which participants could be referred for 
services they may need and assist the community health 
worker with referrals as needed. In circumstances where 
resources do not exist within the community served, 
Contractor documents the gap in services and attempts to 
establish methods to make alternative services available or 
to obtain equivalent services in another community. P&P 
7.4, Contract 4c 
 
 
O 
 
R 
 
Site Visit Interview, 
Quarterly Report, 
Contractor record 
 
C    P   N 
8. Within 15 days after the end of the service month, the 
Contractor submits copies of all visit forms, the billing 
invoice, and a log of all clients seen during the service 
month, and a class attendance record of clients for each 
group class billed. P&P 10.3, Contract 10 
 
 
 
H 
 
Billing Invoices and 
logs  
                                                                
  
C    P   N    
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9. Contractor’s billing invoice for Health Start services and 
other program expenditures is made in accordance with 
contract specifications. Face-to-face encounters are 
required for the service to be billed. P&P 10.5 
 
 
 
 
H 
Billing Invoices and 
logs  
                                                                
  
C    P   N  
STAFF RECRUITMENT/CREDENTIALING 
 
   
1. Contractor utilizes a community health worker job 
description, and implements an employee appraisal system 
for community health workers. P&P 4.1 & 4.8 
 
 
R 
 
Site Visit Interview 
 
 
                                                                
C    P   N          
                                          
2. Contractors provide the ADHS Health Start Program 
Manager with a list of community health workers who are 
serving the Program Site, and updates on a quarterly 
basis, if there have been changes. P&P 4.4 
 
 
H 
 
Site Visit Interview, 
Quarterly Report 
 
                                                                
C    P   N                           
                         
3. Contractor hires community health workers from the 
communities served. Contractor conducts required 
background checks for all personnel who will have 
direct contact with Health Start clients, or potential 
clients, including pregnant women or families, or those 
who will have access to program participants' records. 
Minimum requirements for the background check are 
at least two non-family references, and a Criminal 
History affidavit by the applicant that the applicant has 
not committed a felony or a misdemeanor involving 
moral turpitude.  P&P 4.1 & 4.3, Contract 4b 
 
 
R 
O 
Personnel Records 
 
                                                                
C    P   N  
    
STAFF EDUCATION    
1. Within 90 days of the community health worker's 
employment date, the Contractor provides training in all of 
the subjects included in the ADHS Health Start Core 
Curriculum. P&P 4.5 & 5.1, Contract 4b 
 
 
R 
O 
 
 
Personnel or 
Education Records 
                                                                
                                                                
C    P   N  
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2. The Contractor provides or makes available a minimum of 
six (6) hours of continuing education each year for each 
community health worker.  Any trainings or continued 
education submitted for reimbursement must have prior 
approval by the ADHS Health Start Program Manager P&P 
5.5 
 
 
R 
O 
Personnel or 
Education Records 
                                                                
C    P   N            
                       
  
3. Contractor includes ADHS prepared pre-tests and post-
tests, performance evaluations (e.g. supervised home 
visiting sessions), home visiting checklist, continuing 
education plan and documentation of training in the 
personnel file for each employee performing Health Start 
services. P&P 4.8, 5.5, Contract 4b 
 
 
R 
O 
 
Personnel Records 
 
                                                                
C    P   N  
    
DOCUMENTATION 
   
1. All files in client file review contain the minimum required 
documents to meet ADHS data collection and reporting 
requirements.  At a minimum, a record of all client contacts 
and supporting documentation forms (consent, enrollment 
and encounter visit forms) must be maintained.  P&P 8.2, 
8.3 
 
 
R 
O 
 
Client File Review 
 
 
                                                                
 C   P   N        
                                             
2. Community health worker documents all pertinent 
information about client interactions in a confidential client 
case file record.  Community health workers maintain 
entries in the file that reflect professional, nonjudgmental 
statements of fact in English. P&P 8.2, 8.3, Contract 4f 
 
R 
O 
 
Client File Review 
 
 
C    P   N 
 
 
HOME VISITING/CLASS SERVICES 
1. Community health Workers initiate contact for a Home Visit 
promptly after receipt of the referrals, follow the periodicity 
schedule with home visits/classes and track the infants to 
the age of two years.  P&P 7.2, 7.3 
 
 
 
R 
O 
 
 
Client File Review 
                                                                
                                                                
C    P   N 
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2. Community health workers make at minimum: 
a. At least one prenatal visit per month during the 
prenatal period and/or classes for each enrolled 
client in their caseload 
b. One visit (or attempted visits) in the first two weeks 
after the birth of the index child. 
c. One visit and/or prescheduled class during the 
month that the index child reaches 2, 4, 8, 12, 18, 
and 24 months of age. P&P 7.1, 7.3, Contract 4e 
 
 
R 
O 
 
Client File Review 
            
C    P   N  
3. Community health workers ensure that each client is 
offered a copy of the resource Arizona Children and 
Families Resource Directory. P&P 3.4 
 
O 
 
Site Visit Interview, 
Contractor policy 
 
            
C    P   N  
4. The Ages and Stages Developmental Assessment and 
SafeHome/SafeChild Assessment results are in the 
individual client file at the contractor site.  P&P 8.12, 8.13 
 
R 
O 
 
Client File Review 
 
                   
C    P   N 
5. If a referral is made, both the referral (R) and the outcome 
of the referral (V) are indicated on the visit forms, and the 
contractor referral form is in the client’s file. P&P 7.4 
 
R 
O 
 
Client File Review 
                                                                
C    P   N        
                                             
    
EVALUATION AND MONITORING    
1. The Contractor has developed a systematic process for 
continuous monitoring of the quality and appropriateness of 
client services, as well as looking for ways to improve the 
development and ongoing implementation of the program. 
P&P 11.1     
 
 
O 
R 
 
Site Visit Interview, 
Contractor 
documentation 
 
                                                                 
C    P   N         
                                                    
2. The Contractor reviews ten client files per quarter, 
checking completeness of file entries (Intent to Participate 
and enrollment  forms are present, visit forms accurately 
completed, referrals and follow-up are documented) P&P 
11.7 
 
 
O 
H 
Site Visit Interview, 
Quarterly Report 
                                                                
C    P   N  
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3. The Contractor has developed and implemented a process 
for timely addressing and resolving client problems, issues, 
and concerns.  P&P 11.2 
 
 
O 
 
Site Visit Interview, 
Contractor policy 
                    
C    P   N  
 
4. Contractor has designed a client satisfaction survey for 
enrolled clients in their Program Site. At a minimum, client 
satisfaction surveys are provided to enrolled clients after 
the prenatal period, and after two years of family follow-up 
services.      P&P 11.3 
 
O 
H 
 
Site Visit Interview, 
Quarterly Report 
    
C    P   N 
 
 
CHALLENGES AND BARRIERS: 
 
 
 
 
 
 
 
ACHIEVEMENTS: 
 
 
 
 
 
 
 
FUTURE PLANS 
 
 
 
 
 
 
COMMENTS BY THE EVALUATOR: 
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HEALTH START PROGRAM 
CHART REVIEW AUDIT 
 
Contractor:   Contract #:     County:                          + PRESENT 
                                                                                                                                                                          - MISSING 
Chart Auditor: ______________________________________ Date of Audit: ___________ 
INDICATOR 1 2 3 
INTENT TO PARTICIPATE FORM COMPLETED  
ENROLLMENT FORM COMPLETED 
a. 
b. 
a. 
b. 
a. 
b. 
CLIENT FILE QUALITY ASSURANCE –DOCUMENTATION OF QA    
DEMOGRAPHICS CHARTED    
REFERRALS DOCUMENTED 
            REFERRAL MADE (Initial or Follow Up) 
            SERVICES RECEIVED                                                            
APPROPRIATE REFERRALS DOCUMENTED 
   
TYPE OF VISIT DOCUMENTED  
 
1.   COMMUNITY HEALTH WORKERS MAKE AT MINIMUM: 
a. AT LEAST ONE PRENATAL VISIT PER MONTH 
DURING THE PRENATAL PERIOD AND/OR CLASSES 
FOR EACH ENROLLED CLIENT IN THEIR CASELOAD 
b. ONE VISIT (OR ATTEMPTED VISITS) IN THE FIRST 
TWO WEEKS AFTER THE BIRTH OF THE INDEX 
CHILD. 
c. ONE VISIT AND/OR PRESCHEDULED CLASS 
DURING THE MONTH THAT THE INDEX CHILD 
REACHES 2, 4,    8, 12, 18, AND 24 MONTHS OF AGE. 
Baby’s D.O.B Baby’s D.O.B Baby’s D.O.B 
DEVELOPMENTAL RESULTS DOCUMENTED 
            AGES&STAGES 4 MONTHS          
            AGES& STAGES 8 MONTHS 
            AGES & STAGES 12 MONTHS  
            AGES & STAGES 18 MONTHS 
            AGES & STAGES 24 MONTHS 
   
SAFEHOME/SAFECHILD 
             INITIAL ASSESSMENT 
             UPDATED ASSESSMENT 
   
CURRENT IMMUNIZATION   DOCUMENTED 
 
   
CLASSES DOCUMENTED IN THE CHART (Including Topic)    
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HEALTH START 
HOME VISITING CHECKLIST 
 
Community Health Worker ___________________________________________________ 
 
Supervisor/Observer Name __________________________________________________ 
 
Date of Home Visit _________________________________ 
 
HOME VISITING ACTIVITY DATE/ INITITAL COMMENTS 
 
1. The Community Health Worker conducts pre-visit planning 
activities: 
 
____  Plans travel route and transportation needs 
 
____  Develops objectives for the home visit 
 
____  Gathers/prepares handouts or materials in advance 
 
____  Organizes materials for the visit 
 
____  Obtains supply of Health Start Forms 
 
____  Confirms appointment time and place 
 
____  Leaves appointment schedule with Health Start office  
          and/or supervisor 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Score = __________ of 7 
 
2. The Community Health Worker demonstrates how to develop a 
schedule of appointments with clients: 
 
____  Plan the length of the visit 
 
____  Plans travel time between visits 
 
____  Involves client in scheduling the time for the visit 
          and length of the visit 
 
____  Plans for other staff duties or conflicts when 
          preparing visit schedule 
 
____  Maintains an appointment book or scheduling 
          calendar with references and important phone 
          numbers. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
Score = __________ of 5 
 
3. The Community Health Worker demonstrates the appropriate 
initiation of a home visit 
 
____  Arrives on time to the scheduled visit 
 
____  Greets client/family members appropriately 
 
____  Identifies self to the client and/or family 
 
____  States purpose and objectives of the visit 
 
  
 
 
 
 
 
 
 
 
 
Score =  __________ of 4 
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HOME VISITING ACTIVITY DATE/ INITITAL COMMENTS 
4. The Community Health Worker uses appropriate 
communication skills in the home visit setting. 
 
____  Exhibits positive, polite, respectful attitude 
 
____  Clarifies client role as a partner 
 
____  Uses praise and encouragement effectively 
 
____  Practices good listening skills 
 
____  Uses east to understand language 
 
____  Uses reflection, clarification, paraphrases client’s 
           feelings and concerns 
 
____  Gives appropriate nonverbal cues to the client 
 
____  Does not interrupt the client 
 
____  Avoids gossip or discussion of other clients’ situations 
          or information 
 
____  Is sensitive to client’s cultural and religious customs 
 
____  Encourages client to verbalize questions or concerns 
 
____  Encourages and praises healthy behaviors in the client 
 
____  Discusses sensitive issues in a tactful manner 
 
____  Is flexible in dealing with unexpected situations 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Score = __________ of 14 
5. The Community Health Worker identifies and uses appropriate 
resource and support materials for the client. 
 
____  Makes sure client has a copy of the “Every Step Counts” 
          Booklet. 
 
____  Resource materials support the home visit objectives 
 
____  Materials are explained and reviewed with the client 
 
____  Client given instructions about what to do if they have 
          additional questions. 
  
 
 
 
 
 
 
 
 
 
Score = __________of 4 
6. The Community Health Worker refers persons to appropriate 
resources or services. 
 
____  Looks for referral opportunities with the client 
 
____  Notifies client that community health workers are not 
          medical professionals 
 
____  Avoids giving medical or treatment advice to client 
 
____  Gives accurate information to the client about referrals 
          and community resources 
 
____  Assists client in completing access to the referral, 
          if necessary 
 
____  Informs client when they will follow up with the client  
         on the referral 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Score = __________ of 6 
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HOME VISITING ACTIVITY DATE/ INITITAL COMMENTS 
 
7. The Community Health Worker uses appropriate personal 
safety and security measures in conducting home visits. 
 
____  Provides or advises as appropriate supervisor/office with  
          home visit schedule 
 
 
____  Secures personal valuables in a safe place or avoids  
           bringing valuables on the visit 
 
 
____  Attire is appropriate for home visiting 
 
 
____  Has a plan for where to go or what to do in an emergency 
 
 
____  If driving, checks care for gas and proper maintenance 
          before leaving for the visit 
 
 
____  Locks and secures vehicle 
 
 
____  Scheduling visits after dark only when necessary 
 
 
____  Avoids and/or recognizes potentially dangerous 
          situations in a home visit setting and takes appropriate 
          action 
 
 
____  Practices techniques to minimize exposure to  
          contagious diseases 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Score = _______ of 9 
 
8. The Community Health Worker sets goals with the client for the 
next home visit. 
 
 
____  Reviews with the client what has been accomplished 
          During the visit 
 
 
____  Works with client to set goals/objectives for next visit 
 
 
____  If possible, schedules next visit, time, location, duration, 
          informs client when she will call client for confirmation 
 
  
 
 
 
 
 
 
 
 
 
 
 
Score = __________ of 3 
 
9. The Community Health Worker appropriately terminates the 
home visit. 
 
 
____  Leaves care or phone number where the Community 
          Health Worker can be reach for concerns or questions 
 
____  Thanks client for meeting 
 
 
 
  
 
 
 
 
 
 
 
Score = __________ of 2 
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HOME VISITING ACTIVITY DATE/ INITITAL COMMENTS 
10. The Community Health Worker demonstrates proper completion 
of Health Start documentation forms. 
 
____  Informed Consent Form 
 
____  Negative Pregnancy Test Visit Form 
 
____  Client Enrollment Form 
 
____  Child Information Form 
 
____  Prenatal Log Record 
 
____  Prenatal Encounter Form 
 
____  Prenatal Summary Form 
 
____  Form C – Screening Questions with Tweak 
 
____  Form E – Process Information Form 
 
____  Educational Topics Form 
 
____  Family Follow-up Encounter Form 
 
____  Family Follow-up Log Record 
 
____  Family Follow-up Summary Form 
 
____  Edinburgh Post Natal Depression 
 
____  Never Shake a Baby Commitment Form 
 
____  Immunization Status Update Form (Optional) 
 
____  Closed Form 
 
____  Client Satisfaction Survey 
 
 
  
 
 
 
 
 
 
‘ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Score = __________ of 18 
11. The Community Health Worker utilizes the Contractor’s 
recordkeeping and document filing requirements. 
 
____  Documentation about the home visit is promptly recorded 
 
____  Forms are filed in the appropriate locations in the client  
          Record 
 
____  Copies of forms are appropriately distributed to other 
          Locations when indicated 
 
  
 
 
 
 
 
 
 
Score = __________ of 3 
 
By signing below, the Community Health Worker agrees that they have reviewed the results of the supervised home visiting 
sessions, scoring, and comments of the Supervisor/Observer.  The Supervisor acknowledges that they have reviewed the 
results of the home visiting sessions with the Community Health Worker, and that they have discussed additional training 
needs with the Community Health Worker, and documented these needs in an individualized training plan. 
 
 
Signature of Community Health Worker __________________________________________ Date ______________ 
 
 
Signature of Supervisor/Observer ______________________________________________ Date ______________ 
 
